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Postwar Plans for Returning Medical Veterans 


N May, 1945, the Committee on Clinical and Medical Education of the Medical 

Society of Virginia met in Richmond to appraise the problems that would face the 
Medical Officers in the Armed Services at the time of their release from active duty. 
It was agreed that there were insufficient data available at that time for a rational 
approach to the problem and it was suggested that a Veterans Representative be ap- 
pointed by the Committee to ascertain by questionnaire the prospective needs and desires 
of the returning medical officers. Doctor Andrew D. Hart (Lt. Cel., M.C., A.U.S., 
retired) was elected Veterans Representative and the Medical Society of Virginia agreed 
to pay the expenses necessary for such an investigation. 


Doctor Hart erganized an office and mailed more than 1,000 questionnaires to Vir- 
ginia doctors in the Services in June, 1945. The list of names was furnished by Selec- 
tive Service but unfortunately the addresses were inadequate. In addition, at the time 
of mailing there were numerous changes of addresses due to redeployment following 
V-E day. In spite of these difficulties, however, 270 replies were received and ana- 
lyzed. There were 214 officers who expressed the desire for further medical training 
before entering practice on their return to civilian life. So it was obvious even before 
\V-J day that the readjustment of Virginia doctors to civilian status would constitute a 
large problem. 


These questionnaires were divided into those who had been in practice prior to 
service and thoce whose formal training had been interrupted by the war. The first 
group numbered 161 persons, with an average age of forty years. The majority of these 
wanted some sort of refresher course of variable content and length. ‘The second group 
numbered 109 individuals, with an average age of thirty years. Most of these wished 
one to several years of hospital training leading to residencies. Twenty-one replies 
expressed a desire for financial assistance through loans. It is hoped that a loan fund 
can be arranged later through the Medical Society of Virginia. 


In addition, the Office of the Veterans Representative gathered information on 
many topics of interest to the returning Medical Veterans and has placed all its files 
at the disposal of the representatives of the two State medical schools who will hence- 
forth undertake the program. Doctor Staige D. Blackford (Col. M.C., A.U.S., inactive), 
Box 1725, University Post Office, Charlottesville, Virginia, has been placed in charge 
of the Postwar Program for returning Medical Veterans at the University of Virginia, 
and Doctor James P. Baker (Lt. Col., M.C.,, A.U.S., inactive), Medical College of. 
Virginia Hospital, Richmond 19, Virginia, is in charge for the Medical College of 
Virginia. 
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RESIDENCIES, INTERNSHIPS, AND FELLOWSHIPS 


The program at each of these institutions is essentially similar. Both hospitals 
have increased considerably the house staff positions available, and Veterans are given 
first priority on all assistant resident and resident :positions. Appointménts for July, 
1946, are nearly completed, but those interested in the few remaining or in appoint- 
ments beginning July 1, 1947, should make application directly to the Chief of the 
particular Service at the University of Virginia Hospital or at the Medical College 
of Virginia Hospitals. In some instances special internships of less than a year’s 
duration can be arranged by the heads of the various departments after personal con- 
versation. Applications for clinical fellowships should also be made to Department 
heads. Instruction in specialized fields can be arranged at times in preclinical as well 
as clinical subjects, but this is best accomplished by personal interview. 


EXTERNE OBSERVERS 


Medical Veterans furnishing their own maintenance in erder to observe clinical 
work in the hespital will be welcomed by both institutions. The periods of observation 
may be as short or as long as the individual desires. Such externes may attend staff 
rounds, special clinics, outpatient clinics, operations, seminars, conferences, etc., and the 
library facilities will be at their disposal. Each medical school has a special file out- 
lining what is available in the various clinical and preclinical departments for these 
observers, and a satisfactory daily program can be mapped out in advance by the 
observer to fill his particular requirements. For those who have completed their house 
staff training, this would seem to offer an excellent way of refreshing their memories 
on what they have forgotten as well as allowing them to inform themselves of what is 
new in the various fields of medicine, particularly if they know specifically what they 
want in advance. 


REFRESHER COURSES 


The Department of Medicine of the University of Virginia and the School of 
Medicine of the Medical College of Virginia have arranged a series of two-week 
refresher courses in General Medicine. The first of these was given at the University 
of Virginia in Charlottesville December 3-15, 1945, inclusive, and was attended by 
28 veterans and 5 other physicians. The next course will be held in March, 1946, in 
Richmond by the Medical College of Virginia, with another in Charlottesville in 
June, 1946, and the final course in Richmond in September, 1946. By having a 
refresher course available in the State every 3 months, all Veterans with as much as 
90 days’ terminal leave will have the opportunity to avail themselves of one course 
before they have to return to practice. These courses consist of 36 lectures, 20 clinics 
(choice of 2 each day), and 40 ward rounds (choice of 4 each day) during the day 
by the staffs of the respective institutions. The 10 evening sessions are held by invited 
guests. The charge for each course is $40 and the attendance is limited to 50 regis- 
trants. Priority is given to Veterans, but other physicians may enroll provided the 
limit is not exceeded. Doctors Blackford and Baker are in charge of the respective 
courses, and those interested should communicate with them. 


It is heped that a 3-month course in the basic sciences to prepare candidates for 
specialty certification examinations can be offered in the spring of 1946 if there is 
sufficient demand. 
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INFORMATION 

An office is established at the University of Virginia Hospital under the super- 
vision of Doctor Blackford and another at the Medical College of Virginia Hospital 
under the supervision of Doctor Baker to provide information and advice for returning 
physicians. In each office there are maintained files containing the following materi- 
als largely gathered by Doctor Hart: 

a. All internships and residencies available in the 48 hospitals in Virginia reply- 
ing to the 100 questionnaires mailed to all hospitals in the State. There are 122 
vacancies on record for internships, residencies, and staff positions. Many of these pro- 
vide salaries in addition to maintenance. 

b. The list of approved residencies in the U. S. in the various specialties as issued 
by the JAMA in a special supplement dated October 1, 1945. 

c. All opportunities for private and industrial practice in Virginia as compiled 
from questionnaires sent to the component societies of the Medical Society of Virginia 
and to all the larger industrial concerns within the State. In addition, a record of 
all other opportunities for practice that can be accumulated from personal contacts is 
maintained. These offices would like to be advised of any further openings that might 
become available. 

d. All literature that can be obtained on all the graduate medical courses and 
fellowships offered by the leading medical institutions of the U. S. 

e. All requirements for specialty certification by the various Specialty Boards. 
A supply of booklets on medical records in the service (to be filled out by the appli- 
cants’ superior officers) is maintained. 

f. Literature on the G.I. Bill of Rights and other data of interest to Veterans. 

These files are open to all doctors who visit either office. As far as practicable, 
advice will be given by correspondence but it is believed that a personal interview by 
appointment with either Doctor Blackford or Doctor Baker will prove more satisfac- 
tory to veterans needing information or other assistance. 


Floral Eponym (34) 
BOERHAAVIA 
BoOERHAAVE, HERMANN, 1668-1738. 


S. F. Blake, Senior Botanist of the U. S. Department of Agriculture, has been 
good enough to send the following note: “Boerhaavia is a tropical and subtropical 
genus of low weedy herbs containing about 50 species, found in both the Old and New 
Worlds. It is a member of the four-o’clock family (Nuctaginaceae). The plants are 
usually much branched, with opposite, usually ovate leaves, and tiny apetalous flowers. 
The calyx is often pink or purplish and the small fruit is club-shaped or ovoid, ribbed, 
and often glandular. The genus is named for Herman Boerhaave.” 

Boerhaave was professor of Botany at the University of Leyden and a celebrated 
physician. He is especially well known through his pupils, Haller, Gaub, Cullen, 
Pringle, van Swieten and de Haen. He is credited with being the first to describe 
the rupture of the aesophagus and to establish the site of pleurisy exclusively in the 
pleura and to prove that smallpox is spread exclusively by contagion. He used the 


Fahrenheit thermometer in his clinic. 
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SOME STRANGE TUMORS* 


W. LownpeEs PEPLe, M.D., 


Richmond, Virginia. 


I have recently run upon two very strange tumors 
which seem to me worthy of reporting. I planned 
to add these two to two others that I once reported 
at our staff meeting, so that I might in this way 
round out a paper. But, lo and behold, I have 
lost the first two, pictures and all. One I shall present 
from her case history which I could still lay hands 
upon. The other is so burned into my memory by 
reason of peculiar circumstances surrounding it that 
I could never forget it. I will not say that I was 
careless, for if I had not cared all would have been 
well. I’d have bulled through with flying colors, 
but I was courageously conscientious and it cost me 
not a little humiliation. 

In the second case I was too careful, too pains- 
taking, too scientific, too conscientious. A fair 
operator without time or capacity for thought would 
have saved this good woman much time and trouble. 

Both were all mixed up with pregnancy. It has 
always seemed to me that in so ancient and honor- 
able an estate as pregnancy, the essentials of diag- 
nosis should be so well established that not a scin- 
tilla of doubt could possibly present itself to one 
skilled in this art. I personally have only been 
fumbling with it for half a century, and fifty years 
hardly would begin to give you the answers to so 
perplexing a subject. Some of the more modern 
specialists have turned the question over to the 
rabbits, and women rabbits at that. I don’t think 
a rabbit has character enough to be trusted with a 
problem so profound. 

Case I—The first lady was in a hospital and 
had been studied by a colleague who asked me please 
to relieve her of a large fibroid tumor that had 
possessed and plagued her. A day and an hour 
were set, and I hurried to the hospital. My col- 
league was not present. Now, histories taken in 
those days were less than meager. At any rate, when 
the incision was made I wished ardently for my 
colleague to give me answers to some mighty impor- 
tant questions which I was dying to ask. People 
thought she was over fifty, but nobody knew. Then 
I thought of Sarah in the Bible whom Scripture 
said was an hundred and three when her baby was 


*Read at the meeting of the Richmond Academy of 
Medicine, Richmond, Va., April 10, 1945. 


born. That did not help me at all. I think her 
last name was Jacobs but I can’t be sure. 

The veins and arteries of the broad ligaments were 
huge. The uterus was large and soft. I was sure I 
could feel the head, the body, and the buttocks 
through its thinned out walls. I sewed her up and 
the next day I told her of my dilemma. She was 
a respectable widow of about 55 and was positive 
she had the tumor at least five years. Next day I 
went in confidently though contritely and with 
humility. When I got that tumor out I was surer 
than ever that she was pregnant, full term. When 
I cut it open in the pan, I breathed easy for the first 
time in days. There was a round knob for the 
head, a long one for the body, and a round one for 
the buttocks. She made an uneventful recovery and 
never knew how nearly the medical profession was 
to losing a good man to the blacksmith’s trade. 

Case II1.—The second lady I first saw March 13, 
1928. She was a strong healthy woman 33 years 
of age. She had been married some years with no 


pregnancy. She had always been irregular in her 
menstruation, being unwell too often and too much. 
For the past two months she had had gushes and 
spotting and a little bleeding between periods. 
Examination showed a soft bluish cervix, a large 
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soft uterine body wedged in the pelvis. It could 
only partially be dislodged. We thought she was 
about three and one-half months pregnant. Her 
hemoglobin was down to 48, and we discussed cu- 
retting her. We were hoping her uterus would rise 
out of the pelvis and thus stop her bleeding spells. 

She was Dr. John Turman’s patient and he was 
as deeply disturbed as I, so we called in Dr. Ben 
Gray. He suggested an x-ray with lipiodol injection. 
I wish I had the original picture (see drawing). 
It showed a sharply outlined crescent with the con- 
cave surface pointing to the right. This indicated 
a round tumor attached to the right side of the 
uterine cavity, stretching or bulging what should 


were called in consultation, for positive or negative, 
I fear they would only have added to cur confusion. 
At last we fell back on plain common sense. The 
woman we decided would not go to term if she were 
pregnant. We all agreed that curettement would be 
a bloody affair if she proved to be pregnant and a 
tragedy if it proved to be a fibroid. 

So we decided to do a supravaginal hysterectomy 
if it proved to be a fibroid, a Porro if it were a 
pregnant uterus. The operation was easily accom- 
plished. The pathologist reported: ‘A globular 
uterine mass 8 by 8 cm., soft, and on deep palpation 
giving a sense of fluctuation. On opening the tumor 
there was a mass projecting into the uterine cavity 


, Case III shows a large polyp-like tumor springing from the posterior wall of the 
uterus, filling the vagina and presenting at the vulva. 


have been a straight line into a thin half moon. Dr. 
Tabb’s conclusion after studying this plate was as 
follows: “Patient has an intra-uterine mass, and 
as the uterus presents a smooth symmetrical dilata- 
tion the condition is believed to be pregnancy of 
about four months’ duration.” 

By this time the patient’s hemoglobin had dropped 
to 40%. The more we studied the more perplexed 
we became. Fortunately this was before rabbits 


about 6 by 6 by 5 cm., which almost filled the 
cavity. On section it proved to be a fibroid tumor 
undergoing liquefaction.” She got well and has 
remained well to this day. 

Case III.—The third patient, whose troubles I 
wish to discuss, was a rather normal if not robust 
school teacher. She was 5 ft. 5 in. high and weighed 
150 pounds. She was unmarried and 52 years of 
age. She presented no difficulties as to diagnosis but 
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was somewhat of a puzzle as how one should ap- 
proach, her. 

Her past history was without especial incident 

and she had never undergone any sort of operation. 
She had been under medical care for several years 
for nervousness attributed to the change of life. She 
was recently seen by a new physician who sent her 
to me. 
Her chief complaint was a feeling of prolapse and 
bearing. down and pressure. Added to this was 
bleeding. For about two months she had had some 
bleeding almost daily. She was still having regular 
menstrual periods every 28 days which only lasted 
three or four days. Since her hemoglobin was 90% 
on admission her bleeding must have been trivial. 
Her physician had correctly diagnosed her case, and 
after thorough corroboration I decided to operate. 

Examination disclosed a large, hard tumor of a 
somewhat dumbbell shape, presenting at the vulva 
and completely filling the vagina to which it clung 
so tightly that it could not be rotated or pulled 
down as in delivery. It was so moulded to the vag- 
inal cavity and filled it so completely that one could 
not reach its apex nor feel its attachment to the 
cervix or uterus. It was then impossible to remove 
it intact from below, and we feared to bisect it lest 
we get into bleeding which we might -be unable to 
control. 

So we decided to approach it by a combined at- 
tack from above and below. I can not give a better 
description than to quote verbatim the operation 
sheet dictated just after the operation was completed. 

We first put the patient up in stirrups to see if 
delivery of the tumor, which was about 10 inches 
in length and some 5 to 6 inches in diameter and 
shaped like a dumbbell, could be removed from 
below. The vagina was quite small though the 
tumor presented at the vulva. The attachment to 
the uterus could not be reached with one’s fingers. 
We irrigated out a considerable amount of old blood 
and then went in through a low right rectus incision 
from above. 

On opening the abdomen it was seen that the 
uterus was quite small and contained several small 
fibroid nodules on its surface. The ovaries were small 
but there was a parovarian cyst the size of a small 
English walnut attached to each of them. The 
uterus itself was quite normal in size, being small, 
hard, and atrophic. It appeared quite normal down 
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to the utero-cervical junction. From here the ap- 
pearance was a most strange and unusual one. 
There was a large globular tumor filling the whole 
pelvis in every direction. The bladder was pushed 
over to the left. 

We first tied off the broad and round ligaments 
on each side and stripped back the tissues toward 
the bladder. We then opened the cervix which was 
enormously expanded by the polyp-like tumor just 
as though we were going to do a complete hysterec- 
tomy, only we were going into the expanded cervix 
instead of directly into the vagina. We mopped out 
the old blood and kept the field as clean as possible 
with suction. When a finger was passed around the 
pedicle of the tumor it was seen that the pedicle 
arose from its posterior surface. We continued our 
circular incision cutting the cervix above the attach- 
ment so that it would remain fastened to the tumor. 
We then got Dr. Barnes to pull on the tumor from 
below as we pressed down on the detached uterus 
and tumor from above. 

Now the dumbbell shape of the tumor made de- 
livery extremely difficult, for the upper portion of 
the dumbbell was grasped very tightly by the’ ex- 
panded cervix. Dr. Barnes had to strip away many 
pieces before the whole mass could be delivered. In 
other words, our accoucheur had to practice mor- 
cellement. We felt that this delivery from below 
was extremely important because had we drawn the 
mass up through the abdomen we would have had 
to make a large incision in the posterior expanded 
cervix and posterior wall of the vagina, and in ad- 
dition to this we would inevitably have spilled 
much old blood and mucus into the pelvic cavity. 

After the delivery we put in one or more sponges 
and had Dr. Barnes draw them through from below 
to dry out the vagina and cleanse it as much as 
possible. We then sprinkled 60 grains of crystalline 
sulfanilamide into the vagina and closed the dilated 
cervix just as one would close the vagina after a 
complete hysterectomy. It was noted that as the 
stitches were put in, the cervix began to contract 
and when the peritoneum was whipped over it we 
had the appearance as a rather high supravaginal 
hysterectomy. 

A post-cecal adherent appendix was removed. 
More sulfanilamide crystals were scattered over the 
cervical wound and the abdomen was then closed 
without drainage and in the usual way. 
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The procedure required about one and one-half 
hours but the patient left the table in excellent con- 
dition. 

She was recently examined and one got the im- 
pression that an ordinary hysterectomy had been 
done. She is entirely well, and is doubtless more 
comfortable as she sits at her desk teaching her 
little children. 

Women do not develop tumors as large as a canta- 
loupe in a matter of months. It is remarkable what 
we can endure and adjust ourselves to, provided it 
happens to us slowly. In spite of this large mass 
crowding her pelvic organs all out of normal rela- 
tions she was able to carry on. 


You will note two things of great significance in 
her history: First, the physician last and recently 
consulted, had examined her and discovered her true 
condition, and brought her promptly for relief. 
Second, she had been treated for the preceding sev- 
eral years for symptoms attributed to the menopause. 

I cannot help thinking of that terrible indictment 
of our profession so simply worded by the disciple 
Mark a little more than nineteen hundred years ago. 
It was concerning one, Lydia, who was for many 
years afflicted with an issue of blood. She had suf- 
fered many things at the hands of many physicians, 
had expended all of her money, and was no better 
but worse. Probably not one of them had made a 
real examination. May be with the means at hand 
they could not have done very much if they had. 
Then it took a miracle by Christ himself to make 
her whole again. 

“An issue of blood’’ they called it. Have we done 
nothing in the ensuing nineteen hundred years ex- 
cept to call it the change of life, the menopause, the 
climateric? If we just give medicines or “shots”, as 
hypodermics are familiarly called, without making 
an examination to find out what she really has, are 
we any better off than those doctors who treated 
Lydia? Isn’t it we, rather than they, who deserve 
that blistering indictment that the disciple gave our 
profession? “Suffered many things at the hands of 
many physicians and was no better but worse.” 

Case IV.—The last case was a mere little wisp 
of a woman. She was 62 but looked older. She 


was a spinster who looked like a school teacher but 
did clerical work. She weighed just a little over 
one hundred pounds, and her back was bent over 
forward and twisted just a little to one side. She 
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was quiet, intelligent, and kindly co-operative. She 
first came to see me about two years ago, having 
discovered a lump about the nipple of one of her 
rather inadequate little breasts. I removed it radi- 
cally which was not much of a job. There were no 
involved axillary nodes but as usual she was also 


Case [V shows calcified tumor of uterus discovered while 
ooking for bony metastasis. 


given post-operative x-ray to guard against recur- 
rence. She came to see me for a check-up about 
every few months. She had made a good recovery 
and her scar was smooth and slipped easily over 
her chest. 

About two weeks ago she came complaining of 
pains in her left hip and thigh and radiating down 
her leg. “Ah,” said I to myself in my unwisdom, 
“Your cancer has jumped into the bones of your 
spine and pelvis, and may be your femur will look 
like the cut worms have been after it.” 

I wish some one would tell me why this happens. 
Why should a breast cancer attack the long bones 
such as the femur or the pelvic bones and cause 
them to fracture on some slight exertion or accident? 
Why are the bodies of the vertebrae eaten away and 
tumbled in, just as we see when the tubercle bacillus 
is making a hunchback of some little child. There 
are a lot of things we do not know much about. 

Now you will see what the x-ray showed. Clean 
bones, no metastases at all. But there in the pelvis 
is a fibroid tumor of the uterus about the size of 
a billiard ball and completely calcified. It stands 
out like a stone or a piece of ivory. Now this little 
woman has only had these pains about three weeks. 
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She must have had the tumor for years. Tumors 
do not calcify over night and may be something 
else is giving her the neuritis or pain. She is not a 
good patient for major surgery and one should be 
very certain that an operation is going to cure or 
help her greatly before undertaking it. 

I watched her move down the hall, her back bent 
forward and a little to one side. She is a good little 
woman and I want very earnestly to help her. And 
if I can not help her, I certainly have no wish to 
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add to her difficulties. I will watch her for a while 
and treat her as a case of neuritis until we can be 
sure it is or is not the tumor that causes her pain. 

Sometimes I think we get in a hurry when there 
is no hurry. Sometimes I think that may be we are 
getting too far away from what should be the heart 
and soul of every medical school, and in the hearts 
and minds and souls of every one of its teachers, 
the Humanities of Medicine. 


McGuire Clinic. 


*YGIENIC ’ABITS 


We were fairly clean and decent before the war arose, 
For ’ygiene was our hobby, as everybody knows; 
We worshipped sanitation, and every cross-roads school 
Distributed the tenets of the ’ygienic rule. 

We had ’ygienic ‘abits, 

Fine ‘ygienic ’abits, 
And we almost lived within the swimming pool. 


We brushed our teeth of mornings in happy days gone by, 
We cleansed our nose and trimmed our toes and peeled 
our weather eye; 
We laved our persons frequently, with stintless use of 
soap, 
We left no dirt beneath a shirt, and smelled like helio- 
trope. 
We loved ‘ygienic ’abits, 
Grand ’ygienic ’abits! 
And we gave our predilection ample scope. 


How changed the pristine purity, how altered those old 
ways! 
For now in dirt we wallow as we cheat the passing days. 
Of dental paste we rarely taste, soap slithers in a dream, 
And as for baths, we speculate on how hot baths would 
seem ; 
For our ’ygienic ’abits, 
Awful ’ygienic ’abits! 
Are notorious in our present-day régime. 


We give ourselves once-overs, our shoes are seldom 
shined; 
Our clothing’s minus buttons, to wear and tear inclined. 


The erstwhile busy razor-blade has vanished—who knows 
where? 
And we hesitate to expatiate on our whiskers and our hair. 
Frightful ’ygienic ’abits! 
Un-’ygienic ’abits! 
And we've almost ceased to wish to seem to care. 


We polish what must meet the eye and leave the rest 
alone; 
We're not so much on spotless skin, but come out strong 
on bone. 
Our diet is but hit or miss, with misses more than hits, 
While sirens shriek our slumbers into nervous starts and 
fits. 
These ’ygienic ’abits, 
Fearful ’ygienic ’abits, 
Are leaving very little of our wits. 


However, some bright morning sun will slant a golden 
path 
Where Europe’s darkest memories will be drowned within 
a bath. 
I hear the voices calling, “Come, people, start the rub, 
This box of soap fulfils your hope, so scrub, scrub, scrub!” 
And our ’ygienic ’abits, 
Glorious ’ygienic ’abits, 
Reborn will rise resplendent from a tub. 


10 bis rue Herran, THEODORE C. MERRILL. 


Paris, 16e, France. 


Written in 1943, during the occupation of Paris by the 
Germans. 
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POSTOPERATIVE PNEUMONIA AND ATELECTASIS* 


M. L. Wurrte, Jr., M.D., 


Charlottesville, Virginia. 


Pulmonary complications following surgical oper- 
ations range from fatal pulmonary embolism to 
simple atelectasis, including sterile infarction, ab- 
scess, pneumonitis and pneumonia. There are two 
main causes for these complications, namely, bron- 
chial obstruction and embolism. The former is by 
far the mest common cause of atelectasis and pneu- 
monia, many cases of which may progress to sup- 
purative pneumonitis, either diffuse or localized in 
the form of abscess. Since atelectasis and pneu- 
monia are the most common postoperative pulmonary 
complications, it is pertinent to discuss the rela- 
tionship between these conditions and obstruction 
of the bronchi. The present paper is concerned with 
the mechanism, diagnosis, prevention and treatment 
of atelectasis and pneumonia resulting from bron- 
chial obstruction. 

The incidence of pneumonia and atelectasis fol- 
lowing all types of operations was in King’s expe- 
rience’ from 3.7 per cent to 6.8 per cent in different 
years, and in Lindskog’s series? 7.5 per cent. These 
figures were derived from the personal observations 
of the two authors in large series of cases, 7,065 
and 1,215, respectively, and are, therefore, probably 
more accurate than the figures derived from a study 
of hospital charts alone. The pulmonary compli- 
cations contributed 0.3 per cent to 0.6 per cent to 
the mortality of King’s series, and 1.5 per cent to 
the mortality of Lindskog’s series. 


CAUSES OF BRONCHIAL OBSTRUCTION 

The major cause of bronchial obstruction is the 
_presence in the bronchi of excess secretions which 
have not been removed by the cough mechanism. 
There are three minor possible causes which may 
occasionally be the only cause of bronchial obstruc- 
tion, but which far more often increase the degree 
of obstruction caused by retained secretions. These 
three are (1) vascular congestion with dilatation of 
the pulmonary vessels decreasing the lumen of the 
bronchioles, (2) bronchial spasm and (3) edema 
of the mucous membrane. Although bronchial spasm 
has been demonstrated by bronchography after ex- 
perimental pulmonary embolism and is known to 


*From the Department of Surgery and Gynecology, 
University Hospital, University of Virginia School of 
Medicine, Charlottesville, Virginia. 


follow massive injury to the chest and intra-ab- 
dominal manipulation,? much the most important of 
these three is edema of the mucous membrane. This 
may be a progressive process beginning in the area 
of retained secretions. 


RESULTS OF BRONCHIAL OBSTRUCTION 

When a bronchus is completely obstructed, the 
first result is the absorption into the pulmonary 
capillaries of oxygen, carbon dioxide and nitrogen 
in that order from the pulmonary tree distal to the 
point of obstruction. This results in an airless seg- 
ment of lung, the classical condition of atelectasis. 
If the plug is promptly removed, either by coughing 
or by some artificial means, the collapsed segment 
of lung will fill with air and no further pathological 
change may occur. It must be remembered that the 
obstructing secretions are rarely sterile. If the plug 
remains any length of time, therefore, there is in- 
creasing danger of infection in the lung distal to 
the obstruction. The commonest result is an imme- 
diate pneumonitis which after aeration of the lung 
remains as a patchy bronchopneumonia. The pneu- 
monitis may progress to massive necrosis with ab- 
scess; or to necrosis in the walls of the smaller 
bronchi, resulting ultimately in bronchiectasis. 
Whether these more extreme results of pulmonary 
infection will occur depends upon the length of 
time the obstruction remains and the number and 
virulence of the contaminating organisms. 

The sequence of atelectasis and lung infection is 
the most important factor in the development of 
postoperative pulmonary complications. The changes 
caused by atelectasis are promptly reversible if the 
obstruction is removed early. Such early treatment 
may completely prevent infection. The earlier the 
relief the less is the chance of complicating infec- 
tion. The rationale of prevention and treatment of 


- postoperative pulmonary infections rests, therefore, 


largely upon the pfevention and early treatment of 
bronchial obstruction. 


MECHANISM OF BRONCHIAL OBSTRUCTION 
BY SECRETIONS 
There are two factors in the obstruction of a 
bronchus by secretions. One of these is the presence 
of secretion in abnormally large quantities, and the 
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second is the failure of the patient to evacuate the 
material by the normal mechanism. When secretions 
are present in normal amounts they are removed by 
the activity of the cilia of the bronchial mucosal 
cells. These cilia are in constant motion, sweeping 


secretions upwards toward the pharynx into which - 


Equipment ry for intratracheal aspira- 
Instruments are placed on top of portable suction ma- 

Shown above are: anesthetist’s type laryngoscope 
Flagg), No. 16 urethral catheter, straight stylet (without 
bulbous tip), Luken’s collecting tube, pontocaine atomizer, 
and rubber tubing with glass connecting tip. 


Fig. 1. 
tion. 
chine. 


they are discharged for swallowing. Any greater 


quantity of secretion than normal cannot be han- 
dled by this mechanism and the cough mechanism 
then supplements the overwhelmed ciliary action. 
Usually cough is adequate to remove even large 
amounts of secretion. If bronchial obstruction 1s 
to occur, there must, therefore, be first excess mate- 
rial, and second an inadequate cough. 

There are several sources in surgical patients for 
excessive secretion in the bronchi. An _ unusual 
amount of secretions may be present before the 
operation from an acute respiratory infection, such 
as common cold, pharyngitis, tracheobronchitis, in- 
fluenza or pneumonia; from chronic bronchitis or 
bronchiectasis; from tuberculous or non-tuberculous 
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parenchymal suppuration; or from bronchial irri- 
tation from inhalants such as tobacco smoke. 

Secretions may enter the tracheobronchial tree 
during anesthesia by the aspiration of saliva, naso- 
pharyngeal secretions, or vomitus. Here should be 
mentioned also the pus from an alveolar abscess 
or pyorrhea. Oral sepsis is a prominent etiological 
factor in the more severe pulmonary complications 
such as necro-suppurative pneumonitis or pulmonary 
abscess. The severity of these infections is prob- 
ably due to the great virulence of the mouth or- 
ganisms, frequently anaerobic. 

Preoperative disease of the mouth, pharynx and 
respiratory tract is associated with a high rate of 
postoperative respiratory complications. Rovenstine 
and Taylor" found 6 per cent complications overall, 
but in cases with preoperative pharyngitis the com- 
plication rate rose to 10 per cent, with oral sepsis 
to 11 per cent, with emphysema to 15 per cent, and 
with non-specific cough to 25 per cent. 

Secretions may form in the bronchial tree during 
and after operation. The anesthetic agent is of 
particular importance. Ether, an irritant, is much 
more likely than other agents to cause the mucous 
membrane to secrete. Inlying nasal tubes necessary 


Fig. 2. This illustrates position of patient in bed and optimum 
positions of operator and assistants. Nurse at end of bed will 
elevate head of bed after the insertion of the catheter if 
patient is very dyspneic or apprehensive. 


in gastro-intestinal surgery cause excessive secretion 
in the nasopharynx, and a higher incidence of pul- 
monary complications. 

Poor evacuation of bronchial secretions by cough 


is due to a number of factors. Within the first post- 
operative days following an abdominal or thoracic 
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operation, the incision is always a source of pain 
with the act of coughing. The bechic blast causes 
a sharp rise of both intrapleural and intraperitoneal 
pressures. This results in increased tension on the 
recently approximated tissues, and produces pain. 
For his own comfort, therefore, the patient sets up 
a strong resistance to forceful coughing. 

The incidence of complications in upper abdomi- 
nal operations is approximately twice that in lower 
abdominal surgery. Lindskog* found 20.8 per cent 
atelectasis, pneumonia or pneumonitis following op- 
erations on the stomach and duodenum, 14.9 per 


insult from upper abdominal surgery. The increase 
of pain from the incision and the splinting of the 
diaphragm both tend to limit cough. Besides cer- 
tain advantages of exposure the transverse upper 
abdominal incision is much less painful postopera- 
tively, because with contraction of the abdominal 
muscles incident to coughing, the incision tends to 
approximate rather than to separate. There is also 
less opportunity to injure the intercostal nerves sup- 
plying these muscles so that the abdominal splint- 
ing necessary for effective coughing is unimpaired. 
The incidence of pulmonary complications is lower 


Fig. 3. A 39 year old white male whose temperature rose suddenly to 105 degrees F. on the 


third postoperative day following subtotal gastrectomy for a gastric ulcer. 


Physical signs 


of decreased aeration of right lower lobe. Portable roentgenogram A, taken one hour before 


intratracheal catheter aspiration, shows atelectasis of right lower lobe. 


Ten cubic centi- 


meters of thick muco-purulent sputum were aspirated, following which the patient coughed 


frequently. Roentgenogram B was taken twelve hours after aspiration. 
99.6 at this time and never went above this thereafter. 


for which chemotherapy was indicated. 


cent following'biliary tract operations, and only 9.8 
per cent and 8.3 per cent following appendicectomies 
and herniorrhaphies respectively. King’ reports an 
even greater discrepancy between upper and lower 
abdominal operations with 38.3 per cent and 42.3 
per cent (different years) pulmonary complications 
following stomach and duodenum operations, as 
compared to 4.9 per cent and 7.4 per cent respec- 
tively following gynecological laparotomies. The 
upper abdominal incision is close to the costal level 
and is affected by costal movements. Likewise, the 
peritoneum of the diaphragm may receive greater 


The temperature was 
There is residual patchy pneumonia, 


when this incision is used, as compared with that 
following longitudinal incisions.** 

After most abdominal operations, there is a bilat- 
eral rise of the diaphragm with reflex immobility. 
The lack of full excursion of the diaphragm is due 
to several factors: peritoneal insult, either simple 
trauma or trauma and contamination; postoperative 
abdominal distention; air in the peritoneal cavity; 
and an increase in incisional discomfort with deep 
inspiration. With hypoventilation of the bases of 
the lungs secondary to poor diaphragmatic func- 
tion, there is little tendency for air to pass distal 
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to mucous plugs, and hence there is no effective 
propelling blast of air to expel the mucus. Like- 
wise, with hypoventilation there is interference with 
the normal variation in size of the bronchi during 
the respiratory cycle, and also interference with the 


cilia of the membrane. This adds to the difficulty 


of dislodging secretions. 

Postoperative pneumonia and atelectasis are about 
two to two and one-half times more frequent in 
males than in females. This is generally attributed 
to the fact that females are predominantly costal 
breathers and males are predominantly diaphrag- 
matic breathers, and that, therefore, postoperative 
diaphragmatic splinting disrupts the normal respi- 
ratory mechanics more in the male than in the 
female. 

Preoperative and postoperative drugs play an im- 
portant role. The patient usually receives an im- 
mediate preoperative dose of either a barbiturate or 
morphine, or both, and either atropine or ephedrine. 
Sedatives are also given frequently during the night 
before an operation. These drugs, particularly if 
given for several hours before operation, cause a 
diminution in the sensitivity of the cough reflex, 
and patients may enter the operating room with an 
over-night accumulation of bronchial secretions. 
Long acting barbiturates frequently carry this effect 
over into the postoperative period. Opiates admin- 
istered at the first sign of discomfort and at regular 
intervals thereafter further depress the cough reflex, 
and thus a patient may lie for two or three days 
with shallow breathing and minimal response to 
mucosal reflexes. Atropine and ephedrine serve as 
valuable drying agents to the mucous membranes 
and diminish the chances of aspiration of pharyn- 
geal secretions during the operation. On the other 
hand, these drugs cause the mucus secreted to be 
tenacious, making evacuation difficult. Such sticky 
mucus is furthermore much more likely to adhere 
to the total circumference of a bronchus so that a 
total occlusion may result more easily. 

The effect of the anesthetic agent itself may be of 
importance. In the first place, a general anesthetic 
given for relaxation of the musculature, as in the 
closure of an abdominal wound, will not permit 
immediate reestablishment of the cough reflex 
promptly at the close of the operation. It might 
be expected that a spinal anesthesia would be fol- 
lowed by fewer postoperative complications. This 
is not true, as shown, for instance, by the figures 
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from the University of Virginia Hospital (1931- 
1935) which show 4.0 per cent pulmonary compli- 
cations with general anesthesia and 5.3 per cent 
with spinal anesthesia. Spinal anesthesia para- 
lyzes lower costal breathing for varying lengths of 
time, depending on the anesthetic agent and the 
level of anesthesia.* 

Postoperative dehydration, although of infrequent 
occurrence now in modern practice, will cause an 
increase in the viscosity of bronchial secretions with 
attendant difficult evacuation. 

Certain patients will have difficulty keeping their 
respiratory passages clear because of general cach- 
exia with poor muscle tone, obesity (with an ab- 
normally high diaphragm) emphysema, the rigid 
chest of senility, or other conditions which limit 
the normal range of respiration. 


DIAGNOosIS 

The frequency of the diagnosis of retained bron- 
chial secretions depends to a great extent on the 
index of suspicion of the examining physician. One 
has constantly to look for this complication in order 
to detect the early cases. 

Profuse bronchial secretion, either obvious or 
elicited by a voluntary cough, is usually the first 
sign of impending pulmonary complications. This 
is frequently overlooked until the patient has a sud- 
den rise in temperature, usually occurring from the 
first to the fifth postoperative day. A sudden fever in 
the absence of other obvious causes is usually due 
to atelectasis or pneumonia. Rhonchi or wheezes 
can be elicited by palpation of the chest during deep 
breathing or coughing, and by auscultation near 
the mouth, over the trachea or large bronchi, and 
over the pulmonary bases. The stethoscope placed 
over the trachea above the suprasternal notch is 
especially valuable. This may permit the detec- 
tion of mucus in the trachea or large bronchi before 
pulmonary damage is done. The classical physical 
signs of atelectasis or bronchopneumonia, which 
need not be detailed here, together with fever, tachy- 
cardia, dyspnea, cyanosis and in advanced cases, 
coma, complete the clinical diagnosis. 

X-rays complete the diagnosis. Beside films, 
which are usually necessary because the patient 
cannot be moved to the x-ray department, are ade- 
quate. These films determine parenchymal involve- 
ment and give information as to whether the lesion 
is primarily an atelectasis or pneumonia, and its 
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extent and location. Portable films are used rou- 
tinely on all suspected cases. 


PREVENTION 

The high incidence of postoperative pulmonary 
complications can be decreased if certain prophy- 
lactic measures are made a part of the surgical 
routine. 

No elective operation should be performed on a 
patient with an acute upper respiratory infection. 
Haight* advocates waiting at least two or three 
weeks after the last symptoms have disappeared. 
Furthermore, all patients with chronic cough should 
be investigated and the cause corrected if possible. 
If irreversible pathologic changes such as_bron- 
chiectasis, pulmonary fibrosis, or simple chronic 
bronchitis are found, then scrupulous attention to 
the pre- ‘and postoperative evacuation of sputum 
should be observed. Such patients should be in- 
structed as to the importance of coughing after 
operation in spite of the discomfort. They should 
also have a thorough evacuation of sputum for sev- 
eral days and particularly immediately before the 
operation. This evacuation may be accomplished 
by regular voluntary coughing, perhaps abetted by 
postural drainage. 

An attempt to diminish oral sepsis should be 
made by treatment preferably by a dentist or, if one 
is not available, by the use of oxygen-liberating 
mouth washes and diligent brushing of the teeth. 

The dosage of preoperative sedative should not 
be so heavy as to cause a long period of sleep fol- 
lowing the operation. The use of atropine is not 
only permissible but advisable if the patient does 
not have abnormal bronchial secretions before the 
operation. 

_ The anesthetic should be administered if possible 
so that the patient awakens promptly at the con- 
clusion of the operation. It is desirable to have the 
patient cough before leaving the operating room. 
If such a state of consciousness does not exist in a 
patient who has signs of tracheobronchial moisture, 
then catheter suction of the tracheobronchial tree, 
as described below, should be carried out. This 
type of aspiration is usually adequate and is cer- 
tainly easier for both the patient and the surgeon 
than routine bronchoscopy which is advocated by 
some surgeons. An impressive observation is the 


large amount of tracheobronchial mucus which can 
be recovered from the bronchial tree of patients just 
leaving the operating table, even when there are no 
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gross signs of retained secretions either by palpa- 
tion or auscultation. Very recently a patient, who 
had done well during a thyroidectomy until the 
closing sutures were being placed, was seen in emer- 
gency consultation. Her respirations had become 
labored and oxygenation of the blood was difficult 
to maintain. A vocal cord paralysis was feared. She 
did not present the signs of bronchial moisture, but 
after laryngoscopic examination revealed normally 
functioning vocal cords, ten to fifteen cubic centi- 
meters of tenacious mucus were aspirated from the 
trachea by catheter. Her condition immediately 
improved. Such an experience supports the advisa- 
bility of routine catheter aspiration after every gen- 
eral anesthesia if profound unconsciousness still 
exists at the conclusion of the operation. This pro- 
cedure has not yet been instituted as a routine in 
this hospital, but aspiration should be performed 
on all cases who have the physical signs of retained 
secretions. 

The head-down position should be maintained 
until full consciousness returns. This simply uti- 
lizes the force of gravity to keep the secretions 
flowing toward the trachea and pharynx. The ele- 
vating mechanism of the foot of most hospital beds 
is not adequate to cause dependency of the trachea 
with the patient supine. Due to the normal curva- 
ture of the dorsal spine, secretions entering the 
trachea from the stem bronchi must travel uphill 
in a patient lying on his back. It takes consider- 
able elevation of the feet, for instance with the foot 
of the bed elevated on the arms of a chair, about 
two and one-half feet, to put the upper trachea and 
glottis in a dependent position. The lateral prone 
position in bed immediately after operation would 
not require such extreme elevation and probably 
should be used more extensively. 

After the return of consciousness, efforts should 
be directed toward the prevention of stasis of bron- 
chial secretions. The position of the patient should 
be changed frequently, from one side to the other. 
The true lateral position increases the ventilation 
of the uppermost lung. This can be easily demon- 
strated on a normal individual by examining him 
lying on each side. The dependent side will have 
breath sounds which are poor in this position and 
become perfectly normal when the sides are re- 
versed. A frequent diagnostic cough may disclose 
unsuspected mucus. 

If physical signs reveal the retained secretions 
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to be in the right lung, then the patient is turned 
on the left side so that the right bronchial tree is 
dependent. This not only allows better aeraticn of 
the right lung, but gravity aids in the displacement 
of the mucus. After retained secretions have been 
evacuated, many patients are able to perform their 
prophylactic coughing better in a semi-upright po- 
sition. 

Hyperventilation with carbon dioxide will cause 
deep breathing in even the most stubborn case of 
poor cooperation. The carbon dioxide in 15 per 
cent concentration should be administered with a 
tightly fitting mask from a combination oxygen and 
carbon dioxide bag. A closed system anesthetic 
machine with cylinders of the two gases is the ideal 
method of administration. The 15 per cent carbon 
dioxide, 85 per cent oxygen mixture is given until 
respirations become deep and accelerated, and for 
at least two minutes thereafter. Carbon dioxide 
has another advantage. It is an excellent expec- 
torant, making the evacuation of thick mucus much 
easier.5 

Of the many measures to aid the cough mech- 
anism, none is so important as the proper instruc- 
tion of the patient as to the necessity of his coughing. 
This earnest talk, mentioning the threat of pneu- 
monia, should he fail to cooperate, will as a rule 
convert the most impassive postoperative mummy 
into a dynamo of respiratory energy. When dis- 
lodged mucus is on its way up, but the patient tires 
before final evacuation, a little verbal encourage- 
ment again will usually produce the secretions. 
Inasmuch as the force of an effective cough is de- 
pendent on the presence of air distal to the obstruc- 
tion, a series of deep inspirations should precede 
each cough. 

To diminish the pain of the incision, a manual 
support should be used. For a longitudinal ab- 
dominal incision, one hand of the attendant should 
be placed on each side of the abdomen and the 
muscles drawn toward the midline. This diminishes 
the sudden pull on the suture line with the force 
of each cough. 


In cases in which incisional pain seems to be 
the most important factor in preventing cough, mor- 
phine may be employed with full realization that 
it tends both to depress the respiratory center, and 
to abolish the cough reflex. To avoid the former 


disadvantage, caffeine may be given simultaneously 
with the morphine. 
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Expectorants are valuable. Carbon dioxide and 
mentholated steam inhalations, and ammonium 
chloride by mouth are most commonly used. For 
patients receiving nothing by mouth, sodium iodide, 
ten cubic centimeters of 10 per cent solution admin- 
istered intravenously, has been found beneficial.” 


TREATMENT 

It is obvious that there can be no real division 
between prevention and treatment. If in spite of 
preventive measures a real pneumonia or atelectasis 
develops, we direct our attention both toward the 
provision of adequate bronchial drainage, and to- 
ward chemotherapy. 

The measures outlined under prevention are in- 
stituted at the first sign of atelectasis or pneumonia. 
Expectorants and carbon dioxide inhalations are 
given freely, the patient is turned with the involved 
lung up, and vigorous coughing is encouraged with 
support of the incision. Quite frequently the phy- 
sical signs clear up immediately after the evacuation 
of sputum. It is, therefore, advisable to examine 
the lung by auscultation and palpation even during 
the act of coughing or immediately thereafter. The 
return of aeration of a segment of lung is dramatic. 
With vigorous treatment, short of aspiration, most 
cases can be cleared within twelve hours, and many 
reports in the literature show satisfactory results 
with this therapy alone.” 

Haight has described an ingenious method of 
bronchial aspiration by passing a number 16 French 
urethral catheter blindly through the nose and naso- 
pharynx to enter the glottis during a deep inspira- 
tion. Suction is applied intermittently. By turn- 
ing the chin far to either the right or the left side, 
the catheter can be deflected into the opposite bron- 
chial tree. Due to the direct descent of the right 
main stem bronchus, the catheter most often will 
enter this side with the chin in the midline. By 
intermittent aspiration for one or two minutes, bron- 
chial secretions in usually larger amounts than an- 
ticipated can be withdrawn. In dyspneic patients, 
nasal oxygen can be administered through the oppo- 
site nostril. This procedure requires a minimum of 
equipment and can be carried out with the patient 
in bed. 

After some experience with the blind nasal pas- 
sage of the catheter, we have almost entirely dis- 
carded this method for several reasons. There has 
always been some difficulty in effecting entrance of 


1946 | 


the catheter into the glottis. It is a rare case that 
can be intubated without several attempts, and many 
cases represent complete failures. The patients re- 
quiring bronchial aspiration are sick, with all the 
discomforts attending any immediate postoperative 
period, and in addition, they have respiratory dif- 
ficulty with dyspnea, a sense of suffocation, and 
apprehension. For these reasons a more certain 
quick method is desirable. Such a method is af- 
forded by direct visual passage of the catheter, hasty 
aspiration and return of the patient to his original 
posture in bed. The tongue and pharynx are lightly 
sprayed with 2 per cent pontocaine. The patient is 
placed in a prone position obliquely in bed with 
his feet at the left lower end (as viewed from the 
head of the bed) and his head at the right of the 
bed. The operator stands at the patient’s head and 
an assistant kneels at the side of the bed holding 
the head for exposure of the larynx. The equip- 
ment is checked beforehand to prevent any delay. 
The larynx is exposed with an anesthetist’s laryngo- 
scope (Flagg) and a number 18 French urethral 
catheter on a straight stylet is inserted into the upper 
trachea. The laryngoscope and the stylet are quickly 
removed and aspiration is begun. A Luken’s col- 
lecting tube is used and the continuous suction is 
broken at intervals by removing the thumb from 
the mouth of the tube. After the catheter is in- 
serted, a dyspneic patient is rolled into a semi- 
upright position immediately by the nurse. For 
patients not apprehensive or dyspneic the supine 
position is maintained, turning the patient from 
side to side. An assistant supports the incision 
during the procedure. The collecting tube is gradu- 
ated so that the amount of recovered secretions can 
be measured. By inverting the tube, the tenacity 
of the secretions can be estimated. The catheter is 
moved up and down the tracheobronchial tree with 
each period of aspiration. 


The great disadvantage of this method is the fact 
that the catheter cannot be as satisfactorily directed 
into each side of the bronchial tree as with the 
the uncontrollable 


intranasal passage. However, 
cough resulting from the irritation of the bronchial 
tree by the catheter usually dislodges the secretions 
for aspiration regardless of the side the catheter 
actually enters. 

The experience of the surgical service in this 
hospital has been one of incomplete satisfaction 
with conservative measures alone in the treatment 
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of a full blown case of atelectasis with high fever 
and a large area of involvement as shown by x-ray. 
A matter of a few hours may make a tremendous 
difference in the final outcome. The onset of irrep- 
arable bronchial or parenchymal damage, such as 
the formation of a pulmonary abscess, may occur 
early under such favorable circumstances as obstruc- 
tion with distal infection. Therefore, in every case 
with significant clinical signs, or with x-ray evi- 
dence of bronchial blockage, mechanical aspiration 
by means of an intratracheal catheter, or by bron- 
choscopy, is carried out. 

In general, bronchoscopy is indicated only after 
failure of catheter suction. It has significant ad- 
The lumen of the bronchial tree can be 
directly inspected, the amount of mucous membrane 


vantages. 


edema determined, and secretion visualized and 
usually removed. Likewise, the bronchus serving 
the involved bronchopulmonary segment can be as- 
pirated individually. Furthermore, drugs can be 
applied directly to the mucous membrane to de- 
crease the edema and thus enlarge the airway. A 
pontocaine-adrenalin mixture (equal parts) not only 
is used on the sponge-carrying applicators but also 
in some cases is injected with a syringe through 
the bronchoscope so that the lower lobe bronchi in 
particular are flushed with the solution. Most cases 
of typical atelectasis by symptoms, signs or x-ray 
will present no single large mucous plug seen bron- 
choscopically either in the primary or secondary 
divisions. The usual findings are a little tenacious 
sputum in the trachea or large bronchi without total 
occlusion. These bronchoscopic findings should be 
an indication for a flushing of the lobe with an 
adrenalin mixture not only to shrink the mucosa, 
but also mechanically to dislodge mucous plugs 
distal to the limit of vision of the bronchoscope. 
This procedure is particularly valuable in cases of 
residual segmental atelectasis following the clearing 
of most of the lung or lobe by more conservative 
means. Certain cases may show on bronchoscopy 
a normal bronchial tree, and yet after treatment with 
liberal topical application of adrenalin, signs of 
atelectasis have disappeared. This use of adrenalin 
is a valuable adjunct to simple bronchoscopic aspi- 
ration. We have never seen an adrenalin reaction 
follow it. 

Another maneuver to employ in cases with normal 
bronchoscopic findings is the passage of a small 
sponge on sponge-carrying forceps into the sec- 
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ondary bronchus which by x-ray serves the involved 
segment of lung. In this way very tenacious mucus 
can frequently be dislodged. 

After mechanical aspiration either by catheter or 
by bronchoscope, it is important to continue a strict 
regimen of prophylactic treatment. The secretions 


will probably form again, particularly after instru- . 


mentation, but now the patient has a well aerated 
lung and it is much easier for him to keep the new 
secretions evacuated as they form. Of some aid 
may be the fear of another instrumentation. 

A bedside technique for bronchoscopy similar to 
that employed for catheter aspiration is used in the 
treatment of very ill patients. With the direct pas- 
sage of the bronchoscope without the utilizaticn of 
a laryngoscope, our standard technique for all bron- 
choscopies, a bronchoscopy performed in bed is al- 
most as easily accomplished as one in a_ well- 
equipped operating room. 

Chemotherapy, with either sulfonamides or peni- 
cillin, is routinely employed in all pulmonary com- 
plications even after the successful evacuation of 
secretions and the immediate relief of obstruction. 
Pneumonia is usually full blown, or has begun, and 
added protection is desirable. 

Since the treatment of postoperative pneumonia 
and atelectasis involves the relief of bronchial ob- 
struction, it is a problem for those trained in both 
the conservative and endoscopic methods of remov- 
ing these secretions. A vigorous prophylactic regi- 
men will prevent most postoperative pulmonary 
complications. Such a regimen requires teamwork 
between the nurse and the house staff, between the 
house staff and the surgeon, between the anesthetist 
and the surgeon, and between the surgeon and the 
endoscopist. The patient himself is an important 
member of such a team because without his coopera- 
tion all conservative prophylactic measures may fail. 
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MECKEL’S DIVERTICULUM: FIFTY-SIX CASES 


Frank S. Jouns, M.D., 
and 


Joun Knox Witson, M.D., 
Johnston-Willis Hospital, 
Richmond, Virginia. 


. 


Few names in medical annals have cutnumbered 
the German surname Meckel. It is familiar to 
all students of anatomy, in whose bibliographies 
it appears repeatedly under the noun intestines. A 
ganglion, a band, a cavity, a rod or cartilage: one 
each of all these normal entities also has its identi- 
fying prefix in the word ‘“Meckel’s”. With a Greek 
suffix, meckelectomy. soon joined the language to 
denote the surgical removal of the fifth ganglion. 
And in the literature of pathology for the last 130 
vears the name “Meckel’s diverticulum” has been 
definitive-and frequent; so much so that we find 
a recent medical editor frankly naming his report 
on this anomaly, “The Ubiquitous Meckel’s”. 

Not one man, however versatile, but a notable 
succession of the name has contributed so widely 
to medical knowledge and nomenclature. They were 
a father, son, and grandson, members of ‘‘a remark- 
able (but short-lived) family of Prussian anato- 
mists” of the eighteenth and early nineteenth cen- 
turies. 

Johann Friedrich Meckel, to be known as “the 
elder’, was born at Wetzler, some forty miles east 
of the Rhine, in 1724. He was graduated from 
Géttengen University in 1748. The school, then 
only nine years past its founding, was already 
famous. It was matched in precocious attainment 
by this brainy alumnus. His graduation treatise 
was a monograph on the fifth nerve (“De quinto 
pare nervorum cerebri’”) so noteworthy that it 
promptly gave his name to the submaxillary gang- 
lion he had been the first to describe. Meckel, the 
Elder, became professor of Botany, Anatomy and 
Obstetrics at Berlin. He continued his pioneer work 
in research until his early death in 1774. 

A son, Philip Friedrich Theodor, followed closely 
in his father’s stride. His own graduation address 
from the University of Strassburg in 1777 was “an 
important dissertation on the internal ear”. Meck- 
el’s band may immortalize that thesis. He in turn 


became professor of Anatomy and Surgery at ancient 
Halle University, and for five years he was editor 
of.the “new archives’ 


of scientific findings pub- 


lished at. Leipsig. However, the chief interest of 
He 
is best remembered as ‘a favorite and highly hon- 
ored obstetrician at the Russian Court”, with its 
German-born Czarina Maria-Fedorovna. We note 
here that his own father is also recorded as the 


the Younger Meckel’s father lay in cbstetrics. 


first Professor of Midwifery at Berlin’s Charité. 
An elder son of the Czarina’s favorite physician 
was Johann Friedrich Meckel “The Younger”, born 
at Halle in 1781. His fame would outshine that 
of his parent and grandparent. 
before Johannes Miller, the founder of scientific 
medicine in Germany, this earlier pioneer patholo- 


Born just 20 years 


gist is known as “the greatest comparative anatomist 
in Germany before Muller”. 
as “‘the 


He is also described 
in tribute to the great 
French scientist who with his compatriot Lamarck, 
and Sir Richard Owen, the Englishman, and the 
Swiss Agassiz are the four earliest ranking anato- 
mists of medical history. 


German Cuvier” 


The younger Meckel’s 
contribution includes his work on pathologic anat- 
omy published in 1812-18, his normal human anat- 
omy (1815), his famous atlas of human abnormali- 
ties, and an epochal system of comparative anatomy. 
In 1812 Meckel also translated the modern 
German of his day a famous memoir by Caspar 


into 


Friedrich Wolff, the father of modern embryology, 
published in 1768 but not yet “accepted”. After 
Meckel’s translation, Wolff’s memoir on the devel- 
opment of the intestines would be described for a 
hundred years as “the greatest masterpiece of scien- 
Meckel died in 
1833, at the height of his powers like his father 
and grandfather. 


tific observation that we possess”. 


In Garrison’s History of Medicine we read that 
Johann Friedrich Meckel, the Younger, “is mem- 
orable as the discoverer of the Meckel diverticulum”. 
Thus we note that he who is best remembered for 
his discovery of a comparatively rare congenital 
defect was an early and diligent student of embry- 
ology as well as a great anatomist. It may weil 
have been his thoughtful attention to his predeces- 
sor’s work on “the development of the intestines in 
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the chick” that led him to identify “this persistent 
remnant” which is the intestinal tubular appendage 
known today as Meckel’s diverticulum. 

Building on Meckel’s original thesis, later author- 
ities have observed that the diverticulum of the 
terminal ileum is “that vestigial portion of the 
vitelline duct which remains attached to the mid- 
gut”, and that it is formed in the seventh week of 
foetal development when the intra-abdominal por- 
tion of the yolk-stalk (umbilical vessel) fails to 
disappear by atrophy. 

About 2 per cent of all individuals are believed 
to have this congenital intestinal anomaly. The 
majority of them may have mild symptoms only; 
but Meckel’s diverticulum has long been generally 
recognized as an important surgical entity, “difficult 
to differentiate from a host of allied conditions and 
too often confused with the same’ (Guthrie). It 
is reported most often in males 20 years old and 
younger; but cases have been found at all ages, and 
it occurs frequently in females. 

The occurrence of Meckel’s diverticulum in our 
own surgical practice has interested us tremendously. 
It is a rare but by no means unimportant presenta- 
tion. And it remains a most difficult entity to diag- 
nose pre-operatively. We read statements declaring 
it “impossible to diagnose” before operation. With 
certain reservations we have found such statements 
true, for the diagnosis of Meckel’s diverticulum re- 
mains unsolved. In our own series of 56 cases 
operated on at the Johnston-Willis Hospital since 
1929 only two were diagnosed before operation. 


In recent years many improvements have been 
made in our laboratory equipment; especially this 
is true of the x-ray. In my opinion based on some 
experience our own x-ray department is second to 
none. But in our whole series of cases of divertic- 
ulum of the terminal ileum, not a single one was 
diagnosed by the x-ray. This is certainly no criti- 
cism of the department. It simply means that this 
defect in the terminal ileum does not show up by 
x-ray. 

Failing the right-arm of roentgenology in diag- 
nosis, and realizing the extreme difficulty of differ- 
entiating this anomaly by clinical means, we face 
the necessity of a more vigilant attention to the pos- 
sibility of a diverticulum at the time of operation. 
The purpose of this paper is therefore two-fold: 
to draw certain conclusions from a review of our 
own series, and to urge the examination of the last 
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36 inches of the terminal ileum in all laparotomy 
operations where it is expedient to do so. By rou- 
tinely following this procedure, a surprising number 
of Meckel’s diverticula will be discovered, and the 
relief of unexplained symptoms will be frequent. 

An interesting if somewhat negative finding in 
Meckel’s diverticulum is the fact that the symptoms 
are usually mild, unless complicating conditions are 
already present. The large majority of our cases 
had a normal white-count, little temperature, if any, 
with no definite localized area of tenderness. These 
symptoms are of course in direct ratio to the com- 
plications present. One rather interesting symptom, 
pain in the rectum, which we do not find mentioned 
previously, has been observed in our series as of 
pessible significance. The agonizing pain in the 
rectal region occurred in the patient whose lesion 
proved to be a sizeable diverticulum located in the 
floor of the pelvis. 

Infection, ulceration, obstruction, perforations 
and hemorrhage are reported as the complications 
most often met in the surgical treatment of Meckel’s 
diverticulum. Five to 7 per cent of all internal 
obstructions are caused by this malformation; also, 
Meckel’s diverticulum may lead to intussusception 
by becoming invaginated into the ileum. 

The type of operation for this condition varies 
with the type of lesion found. The operation must 
be selective and adapted to each individual case. It 
may vary from complete resection of the ileum to 
simple invagination of the pouch found. With our 
improved technique of resections the operation per se 
is not serious. In this series of cases, there has been 
ne death. One case, a child aged five, hemorrhaged 
following operation. The condition was recognized 
immediately, the resection was re-sutured, and she 
recovered promptly. There were no other post-oper- 
ative complications and we have had no recur- 
rences. 

From the chart below, based on a detailed study 
of our series of cases, we note that the diverticulum 
occurred at all ages from one to forty years, and 
that it was about as common in males as in females. 
Fifty-six per cent of these cases were found on rou- 
tine examination of the terminal ileum after ap- 
pendectomy. Others were found incidentally at 
operation for retroversion, uterine fibroids, salpin- 
gitis, and hernia repair. Fifty-two per cent of these 
cases gave a history of pain in the right lower 
quadrant; 48 per cent were nauseated; 21 per cent 
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vomited; 10 per cent had diarrhea, and several com- 
jlained of pain in the rectum. We have also ob- 
erved that 1.65 per cent of all our appendix cases 
nave had a Meckel’s diverticulum. 


STATISTICS FROM 56 CASES OF MECKEL’s DIVERTICULUM AT 
THE JOHNSTON-WILLIs HosPiTAL 


Age 1-40 years 
Female 52% 
Sex Male 48% 


Duration of Symptoms 6 hours to 18 years 


Found at Appendectomy 56% 


Pain in R.L.Q. ee. 52% 
Nausea 48% 
Vomiting 
Diarrhea 10% 


| 
Length of Diverticulum |2.5 to 12.5 c.m. 


Mortality | 0 


Case I—R. C., a fifteen-year-old child was ad- 
mitted to the hospital April 7, 1940. She gave a 
history of vague, intermittent pains in the lower 
abdomen, which had troubled her for several months. 
The pains had become more severe in the three 
days before admission. She had also been passing 
dark blood from her rectum for some time and had 
been nauseated for the past three days. 

Physical examination showed a poorly nourished 
pale adolescent lying in bed in no great distress. 
Palpation of the abdomen showed generalized lower 
abdominal tenderness with acute tenderness and 
marked muscle spasm in R. L. Q. 

Urinalysis was essentially negative. Examination 
of blood showed the following: WBC 11,050, HBG 
60, PMN 75 per cent, PME 4 per cent, Lymp. 18 
per cent, MN 3 per cent. 

A diagnosis of acute appendicitis was made, and 
through a right rectus incision an adherent appen- 
dix was found and removed. About 12 inches from 
the ileo-cecal valve the ileum presented a slight con- 
striction, with a subsequent dilatation about six 
inches long and four inches in circumference. It was 
evidently a deformity originating in the omphalo- 


- Vitelline duct (Meckel’s). Six inches of the dilated 


ileum was resected and an end-to-end anastomosis 
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(Stone) was done. Examination of the specimen 
showed it to be filled with blood, and there was a 
definite ulcer present. 


The patient had an uneventful post-operative 
course and was discharged on the 11th day. 

Case II.—J. S., male, aged thirty-five years, had 
consulted his family physician for several years be- 
cause of lower abdominal discomfort, and for treat- 
ment of “pin-worms” (oxyuriasis). 

He was considered to be a very nervous man, and 
unable to do a full day’s work. He was referred 
to us for examination because of a hernia, and was 
advised to return for appendectomy and repair of 
his hernia. Three months later he was admitted 
to Johnston-Willis Hospital. On January 8, 1945, 
we operated on him with a McBurney incision and 
removed his appendix. On examination of the ileum 
a large diverticulum was found, five inches long, 
and about the size of the ileum at the base. The 
diverticulum was resected and the patient’s hernia 
repaired. His recovery was uneventful. We are 
convinced that the diverticulum in this case was 
responsible for the patient’s failing health. 

Case III— M. R. D., white male, aged forty-one, 
was admitted to Johnston-Willis Hospital May 20, 
1945. Four days before he was struck with ago- 
nizing pain, described as a severe burning sensation 
“like a hot poker” in his rectum. The pain reap- 
peared next day in his lower abdomen and had been 
constant since, with intermittent spells of great se- 
verity localized over the bladder area. Had had 
low grade fever for the past two days, 99° to 100°. 
No nausea or vomiting. No distention or muscular 
rigidity. Rectal examination negative. X-ray find- 
ings showed no evidence of any filling defect, 
diverticulum, or constriction in the large bowel. Ap- 
pendix incompletely filled and showed considerable 
amount of tenderness when direct pressure was made 
over same. Examination of blood showed the fol- 
lowing: WBC 13,350, PMN 75 per cent, Lymp. 22 
per cent, MN 3 per cent. Diagnosis: Acute appendi- 
citis with possible abscess. On May 24 patient was 
operated on with a McBurney incision under general 
anesthesia. We removed his appendix and found and 
excised a large Meckel’s diverticulum. The diverti- 
culum was 41%4 cm. long by 2 cm. in width and 
was located on the floor of the pelvis. This patient 
made an uneventful recovery and left the hospital 
June 2, 1945. 

The following conclusions may be drawn from 
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our study of this group of cases recorded during 
the past fifteen years: (1) Diverticulum of the ter- 
minal ileum is an important and not infrequent 
congenital anomaly, whose typical symptoms are 
consistently vague and inconclusive. (2) The diag- 
nosis is rarely made before operation. Chronic and 
acute appendicitis are the conditions most often 
confused with a diverticulum; but various other 
pathologic conditions are mistaken for it. (3) A 
Meckel’s diverticulum occurs in about 2 per cent 
of all individuals. If left untreated complications 
may develop. (4) A thorough examination of the 
terminal ileum is demanded in all cases where this 
procedure is feasible. This investigation should be 
done routineiy by all who practice abdominal sur- 
gery. (5) Removal of a Meckel’s diverticulum is 
safe and the surgical results are highly satisfactory. 
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Pediatric Antiques on Tour. 

It has been well said that more progress has been 
made in pediatrics during the past three or four 
decades than in all the time before that. 

As applied to the feeding part of pediatrics, the 
Mead Johnson Collection of Pediatric Antiques 
bears eloquent witness to the great strides made. 
Without such evidence, it would be difficult, indeed, 
to imagine our own grandparents being fed from 
some of these odd-shaped utensils that defied thor- 
ough cleansing. To be sure, sterilization and pas- 


teurization were not then in vogue. Not all babies 


received breast milk in abundance. In the days 


when wet nurses were common, some of these enter-- 


prising women literally did a wholesale business, 
managing to nurse three or four infants. 

The baby’s cereal of a century ago was simply 
stale bread lightly boiled in water, wine or beer. 
Butter or sugar might be added but the use of milk 
was regarded as fraught with danger. It was 
thought, according to Dr. T. G. H. Drake, “Milk 
might bring on the watery gripes, or the infant 
might imbibe with the milk the evil passions and 
frisky habits of the animal supplying the milk”. 

The Collection has been steadily growing in size 


and scope and is of increasing interest for teaching 
purposes via the historical route. Hence it is that, 
by request, the Collection now goes on an annual 
pilgrimage to colleges, hospitals, museums, libraries 
and other institutions of learning. Arrangements 
may be made for “stopovers” upon application to 
the curator, Mead Johnson & Company, Evansville 
21, Indiana, U.S.A. 


Examination of American Board of Ophthal- 
mology. 

Due to transportation difficulties the examination 
of the Board, originally scheduled for Los Angeles, 
January 28th to 31st, has been changed to San 
Francisco, June 22nd to 25th, inclusive, 1946. 

1946 EXAMINATIONS: Chicago, January 18th 
through 22nd; New York, April, approximately 
10th through 13th; San Francisco, June 22nd 
through 25th; Chicago, October 9th through 12th. 

A new ruling requires that previously accepted 
candidates mail their lists of surgery to the Board 
office at least sixty days prior to their examination. 
All new applicants are now required to send their 
list with application. Dr. S. Judd Beach, Cape 
Cottage, Maine, is secretary-treasurer. 


I 
I 
f 
h 
c 
C 
d 
b 
ir 
fc 
gl 
lo 
de 
Le 
de 
ph 
me 
po 
in 
a ¢ 
TI 
ga: 
90 
XUM 


1946] 


VIRGINIA MEDICAL MONTHLY 


THE HYPERPNEA TEST FOR LATENT CORONARY ARTERY DISEASE— 
A PRELIMINARY REPORT 


NATHAN BLoom, M.D., F.A.C.P., 
From the Department of Cardiology, Medical College of Virginia, 
Richmond, Virginia. 


Varying stimuli may produce changes in the elec- 
trocardiogram taken from the same individual. Ex- 
cessive tobacco smoking may produce depression or 
inversion! of the T-waves, and the ingestion of cold 
drinks will occasionally cause flattened or depressed 
T-waves.”, Mainzer and Krause* have shown that 
T-wave changes occur if an individual is emotion- 
ally disturbed, especially by fear, and Gardberg* 
has demonstrated an abnormal electrocardiogram 
after the ingestion of food. 

Barker and Shrader® demonstrated that after vol- 
untary over-ventilation, lasting from three to ten 
minutes, in normal subjects there was a slight low- 
ering of the T-waves, and patients with hysterical 
over-ventilation developed tetany and had _pro- 
nounced flattening of the T-waves. Thompson® 
found hyperventilation to be common in patients 
with anxiety neuroses. In his study, spontaneous 
hyperventilation caused marked electrocardiographic 
changes, with inversion of the T-waves. Normal 
control subjects showed only slight ST or T-changes. 
Over-breathing washes excessive amounts of carbon 
dioxide from the lungs, and secondarily from the 
blood, resulting in the loss of acid ions and a shift 
in the blood pH in the direction of alkalinity. There- 
fore, it could be assumed that the electrocardio- 
graphic changes in over-ventilation are due to alka- 
losis. It is well known that hyperpnea causes an 
acceleration of the heart and we suggest that mild 
over-ventilation may be used as a test for latent 
coronary artery disease. — 

The normal individual, after exercise, tends to 
develop higher voltage in the QRS and T-waves. 
Latent coronary disease, after exercise, will reveal 
definite depressed ST-segments, with flattened, di- 
phasic, or inverted T-waves. There are several 
methods used to exercise a suspected case. The most 
popular is the “two-step test”, advocated by Master,’ 
in which the patient walks up and down two steps 
a certain number of times, according to age and sex. 
The Levy® “anoxemia test’? is the breathing of a 
gaseous mixture, containing 10 per cent oxygen and 
90 per cent nitrogen. This test is performed by 


allowing the patient to breathe room air for a few 
minutes and then changing to the gaseous mixture 
for about twenty minutes. If the patient becomes 
distressed, he is returned to 100 per cent oxygen 
breathing. We feel that the “two-step test” is safe. 
but difficult to perferm on elderly or debilitated 
patients, especially if they suffer from dyspnea or 
arthritis. The “anoxemia test” is considered a rather 
drastic procedure and not without danger in a 
coronary subject. 

A short period of hyperpnea for ten to fifteen res- 
pirations will cause acceleration of the pulse and does 
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not harm even the most severe cardiac, but we think 
that the combination of respiratory and cardiac 
strain is sufficient to produce diagnostic electrocar- 
diographic changes in certain latent cases of coronary 
insufficiency. In our method, the standard electro- 
cardiogram is taken, but during the fourth lead the 
patient is told to inhale and exhale rapidly for ten 
respirations. The portion of the fourth lead after 
this voluntary hyperpnea is compared with the fourth 
lead prior to the exercise. 

The case for illustration was a white male, age 
forty-five, who complained of chest pain and indi- 
gestion. He had suffered from indigestion after eat- 
ing heavy meals for the past three years, and re- 
cently had developed a sense of pressure over his an- 
terior chest. There was no radiation of the discomfort, 
but it was definitely worse after exercise and re- 
lieved by rest. During the past six months the pain 
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had become very severe and the least exertion would 
produce discomfort. The physical examination 
showed a husky, short male, with normal eye 
grounds. There was no evidence of heart failure, 
the heart was not enlarged, there were no murmurs, 
and the blood pressure was 130/80. Hematological 
studies and urinalyses were normal. The Wasser- 
mann was negative. The electrocardiogram, prior to 
exercise, was considered within normal limits. After 
hyperpnea for ten respirations, marked ST and T- 
changes developed, and were considered diagnostic 
for coronary insufficiency. 


DIscussION 

We have attempted to reproduce the electrocardio- 
graphic phenomena on ten borderline cases of coron- 
ary disease and have been successful in reproducing 
these ST-IV and T-IV changes in three patients. 
It is very difficult to explain the many exceptions 
that do not develop any changes following hyperpnea. 
There must be an added stress factor and this may 
explain why some individuals, even with definite 
coronary artery disease, do not show the typical 
electrocardiographic changes. In a coronary suspect, 
having a normal electrocardiogram, it certainly 
would be wise to attempt this type of exercise. Prob- 
ably the same results would be obtained from either 
the “exercise test” of Master or the “anoxemia test” 
of Levy, but if this simple test gives positive results, 
it should be sufficient to confirm the diagnosis of 
latent coronary insufficiency. 

It is well known that voluntary hyper-ventilation, 
if prolonged, will produce alkalosis and some flat- 
tening of the T-waves. These changes in the T- 
waves take place in from ninety seconds to three 
minutes, but none of the changes are comparable to 
the type of ST depression and T-changes demon- 
strated in individuals with coronary insufficiency. 
In our test of rapid deep breathing, the duration of 
the test is only about five seconds, and this period 
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of time is too short to produce alkalosis, so we be- 
lieve that the electrocardiographic changes in latent 
coronary disease, produced by mild hyper-ventila- 
tion, are due to momentary stress on a diseased heart, 
and not caused by alkalosis. 

This test is without danger and, in a certain num- 
ber of cases, will give satisfactory results. It is not 
completely efficient, but certainly is an adjunct 
method of study in borderline cases. 


CoNCLUSION 
We have demonstrated a hyperpnea test that may 
be used without danger and should aid in the diag- 
nosis of latent coronary artery disease. 
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During the average tonsillectomy, hemorrhage is 
controlled by the application of pressure sponges 
and the ligation of the persistent bleeding vessels. 
While these fundamental measures are usually ade- 
quate, excessive bleeding may tax the skill and in- 
genuity of the operator. In a previous study of one 
hundred cases of tonsillectomy and adenoidectomy 
done under general anesthesia, a record was kept 
of the quantity of blood in the suction bottle after 
each operation. The average amount was found to 
be 56 c.c., the smallest amount was 5 c.c., and the 
largest was an extraordinary total of 400 c.c. in one 
patient. In the latter instance, the surgeon would 
welcome any additional help in securing hemostasis. 
My experience with thrombin has shown that this 
substance is an aid in controlling hemorrhage after 
tonsillectomy. By its use, capillary hemorrhage 
and venous oozing were reduced, hemostasis was 
hastened, and the time of operation was shortened. 
In the dry fossa, the bleeding points of the larger 
vessels were easily visualized, and, if present, were 
quickly ligated. 

The availability of the potent hemostatic agent, 
thrombin, is a result of advances in enzyme chem- 
istry, and research in the fractionation of albumin 
from blood plasma. In the investigation of the effec- 
tive use of blood plasma in shock, large scale 
methods were perfected for the isolation of human 
blood fractions. Plasma fractions left after the prep- 
aration of serum albumin include gamma globulin, 
which has been found valuable in the prevention of 
measles, isohemagglutinins, useful in typing blood, 
and purified fractions of fibrinogen and thrombin, 
which, as hemostatic and adhesive agents, have 
found an important place in surgical techniques. 

The most important factors in the blood clotting 
mechanism are fibrinogen and thrombin. The fibrin- 
ogen forms the structural basis of the clot and the 
thrombin induces the process of clot formation. The 
fibrinogen separated from the plasma proteins has 
been made into fibrin films, fibrin plastics, and into 
fibrin foam; the fibrin foam can be used with 
thrombin as an absorbable hemostatic sponge. I 


*Read before the Virginia Society of Ophthalmology and 
Otolaryngology in Richmond, April 28, 1945. 
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have used only the thrombin solution, and have not 
tried the application of fibrin foam-thrombin frag- 
ments. The possible risk of aspirating this material 
must be kept in mind. In this connection, oxidized 
cellulose! has been used as non-irritating absorb- 
able material to be saturated with thrombin and 
applied to the wound. It is said that better hemo- 
stasis is secured by use of matrix to hold the 
thrombin than it is by the solution of thrombin 
alone. 

The thrombin I have used has been kindly fur- 
nished by the Upjohn Company. The material is 
supplied as a concentrated sterile powder prepared 
from bovine blood. The powder is stable, but in 
solution loses its potency in several hours. It can 
be frozen and thawed repeatedly without deteriora- 
tion. The physiological clotting action of thrombin 
produced from beef plasma is the same as thrombin 
prepared from human plasma. Diluted with a 5-10 
c.c. of sterile saline or used in powdered form the 
thrombin is sprayed or applied with sponges to the 
fossa. “The choice of concentration to be employed 
will depend largely on the preference of the opera- 
tor; the more concentrated the solution, the quicker 
the effect, and a wide range of clotting activity is 
available by varying the amount of sterile saline 
which is used in putting the thrombin into solu- 
tion.”* The hemostasis is usually amazing. No 
evidence of delayed healing or untoward effect has 
been noted. In the series of thirty-five patients, 
there were no primary or secondary hemorrhages. 
Thrombin is not a substitute for careful surgical 
technique, but is useful as an auxiliary measure in 
securing hemostasis in many instances. Thrombin 
has also been found helpful in other otolaryngologic 
and ophthalmic procedures. 

Primary hemorrhage, occurring within 24 hours 
after operation, is generally the result of incomplete 
hemostasis during tonsillectomy. Occasionally a 
ligature may slip or an occluded vessel may be 
opened by excessive coughing or vomiting. The 
incidence should be less than 1%. The bleeding 
is controlled by compression and religation of the 
offending vessel; thrombin is useful in controlling 
oozing and thereby helpful in locating the bleeding. 
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The application of tannic acid, iron salts, and 
similar material is unreliable and messy. The vaso- 
constrictor effect of epinephrine may be followed by 
a secondary vasodilatation which contraindicates its 
use. 

In primary and secondary hemorrhage, morphine 
sedation is essential. The patient with a consider- 
able loss of blood should be promptly given a blood 
transfusion. This procedure often stops the pharyn- 
geal bleeding, and at the same time restores the 
bleod content. Many and varied methods have been 
used successfully by others in controlling obstinate 
bleeders. These methods include the intramuscular 
injection of the bleeding area with a solution of 
procaine hydrochloride and epinephrine hydro- 
chloride; the intravenous use of calcium gluconate; 
the application of hydrogen peroxide sponges to the 
tonsil fossa; and the suturing together of the anterior 
and posterior pillars with and without the use of a 
tonsil pack. McLaurin*® has recently reported on 
the effective use of solution of posterior pituitary 
twice U. S. P. concentration. 

The occurrence of delayed or secondary hemor- 
rhage, three to fourteen days after operations, is not 
serious, but is extremely annoying. The bleeding 
is caused by one or more of several factors: trauma, 
secondary infection, vitamin deficiency, physical 
exertion, sexual excitation, blood dyscrasias, and 
aspirin induced hypoprothrombinemia. The preven- 
tion of secondary hemorrhage by controlling these 
factors has presented an interesting problem. 

In so far as some degree of secondary infection 
is found in all of the pharyngeal wounds, it seemed 
reasonable to attempt to lessen the bacterial inflam- 
mation by the use of chemotherapy after operation. 
In a previous paper,‘ I reported the use of sulfa- 
thiazole gum in preventing secondary hemorrhage. 
The incidence of delayed bleeding was reduced from 
6-8% to less than 1%. Chewing both aspirin gum 
and sulfathiazole gum, the patients seemed to re- 
cover faster and to complain less of Sore throat. 

A similar reduction in the incidence of secondary 
hemorrhage has been reported by Neivert,® using 
vitamin K to counteract the aspirin induced hypo- 
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prothrombinemia. To all who use aspirin or asper- 
gum freely in the post-operative period, this study 
is important. Work is in progress in several medica] 
centers to confirm the degree of prothrombin defi- 
ciency induced by aspirin after tonsillectomy. It 
would seem, however, that the daily amount of 
aspirin ingested by the patient during this time is 
usually considerably less than the minimal quan- 
tity of aspirin reported necessary to induce pro- 
thrombin deficiency. 

Secondary tonsillectomy bleeding is stopped by 
compression and the application of hemostatics. 
The tissue is friable and necrotic, and cannot be 
grasped with a hemostat. Most often the gentle re- 
moval of the clot, and pressure applied with cotton 
sponges is sufficiént to control. the bleeding. Cun- 
ningham® has found the iocal application of pow- 
dered sulfapyridine to be effective in the control of 
vascular oozing in delayed tonsillar hemorrhage. A 
persistent bleeding will often cease with the appli- 
cation of a saturated solution of silver nitrate to the 
carefully dried area. Thrombin will materially 
assist in obtaining a dry field. 


CONCLUSION 
A review has been given of some of the methods 
of controlling hemorrhage following tonsil surgery. 
Thrombin, a potent hemostatic agent, has been 
found to be of value. in securing hemostasis after 
tonsillectomy. 
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BACTERIAL ENDOCARDITIS AND PENICILLIN— 


Bacterial endocarditis in years past has been 
uniformly fatal. A new agent in its treatment has 
recently been introduced, i.e., penicillin. To hasten 
our knowledge of the effect of this drug in this 
disease it is helpful to have prompt reports of all 
cases treated with penicillin. For this reason these 
two cases are described. They corroborate the state- 
ments made by various authors! to the effect that 
penicillin may be an effective agent in treating this 
disease. 

Case 1.—A white woman, 33 years old, saw me 
in 1936 on account of languor and lassitude. Pal- 
pitation on exertion had been present for 5 years. 
Diabetes had been discovered in 1935. On physical 
examination a presystolic rumble and a mid- 
diastolic murmur were noted at the apex of the 
heart. The blood pressure was 115/75. Otherwise 
the findings were not significant. The laboratory 
work disclosed uncontrolled diabetes. The diabetes 
was brought under control with diet and small doses 
of insulin. The next month she had dyspnea, tachy- 
cardia, and sharp pains in the precordium intermit- 
tently for 24 hours after walking upstairs. Dr. P. D. 
Camp saw her at this time and confirmed the above 
physical signs. By the following year slight cardiac 
enlargement was noted. Frequent sore throats oc- 
curred, the diabetes became more severe, and cardiac 
symptoms became more pronounced. Violent head- 
aches occurred which were entirely relieved by estro- 
genic substance. Acute pulmonary edema first oc- 
curred in 1939. Congestive failure in spite of 
restricted activity and digitalization developed in 
1940. By 1942 mercupurin was being used, and in 
1943 and 1944 it was given at short intervals. 

On August 8, 1944, the patient, now 41 years old, 
began to have pain in the right chest laterally, 
aggravated by sneezing. The following day mer- 
cupurin was given for dyspnea and swelling of the 
feet and torso. Three hours later the arms felt weak 
and limp and a numb feeling crept upwards to the 
face. This was followed by generalized aching and 
weakness, and nausea. The next day the tempera- 
ture was 99 degrees. No other changes in the physi- 
cal examination were noted, except that the edema 
had disappeared. On August 15th the first chill 


REPORT OF TWO CASES WITH DIABETES 


R. Jorpan, M.D., 
Richmond, Virginia. 


occurred. During the next few days chills and fever 
eccurred daily. No localizing signs of infection were 
detected, nor was evidence of embolism found at 
any time. On August 18th the first positive blood 
culture was cbtained. Two more positive cultures 
for streptococcus viridans were obtained on the 21st 
and the 23rd. Penicillin, 30,000 units intramuscu- 
larly every 3 hours, was begun on August 21st. On 
the 27th the interval between doses was increased 
to every 6 hours because the patient complained so 
bitterly of pain. On the 30th the dose was changed 
to 20,000 units and the interval to every 4 hours 
and the drug was continued in this manner until 
September 4th, a total of 14 days of medication. 
Blood cultures on August 30th, September 5th, Octo- 
ber 28th and two in February, 1945, were negative. 
No chills have occurred and the body temperature 
has been normal since September 3rd except for two 
acute illnesses. From September, 1944, to February, 
1945, she has required routine treatment for recur- 
ring attacks of congestive failure but has continued 
to work between these spells. For the past 12 months 
she has shown no sign of recurrence of the bacterial 
endocarditis. 

Case 2.—A 59 year old man was seen first by me 
on July 6, 1944. A month before this he noted 
gradual stiffness and soreness in the hips which 
eventually assumed the characteristics of lumbago 
and right sciatica. After one week of pain he had 
an abscessed tooth extracted. Within the next few 
days a temperature of 101.5 degrees was noted. 
Glycosuria had been found in March, 1938, and at 
this time, June 15, 1944, it was detected again. The 
patient was sent to the hospital on June 30, 1944, 
and seen by me one week later. At this time the man 
was weak, sweating, and in much pain. The other 
significant findings were a loud systolic heart mur- 
mur with suggestion of a thrill at the apex, a blood 
pressure of 190/105, a few basal rales, a palpable 
spleen, and a tender sciatic nerve. 

Significant laboratory work included a blood 
sugar of 274 mg., glycosuria, albuminuria, a hemo- 
globin of 88%, and a white blood count of 7,600 
with 83% neutrophilic leucocytes. The diabetes was 
brought under control by diet and insulin. A posi- 
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tive blood culture was obtained, yielding a non- 
hemolytic streptococcus. Penicillin intra-muscularly 
was begun on July 19th, 25,000 units initially, and 
20,000 units every three hours thereafter. On July 
29th, due to persistent fever, the penicillin was in- 
creased to 30,000 units every three hours, even 
though the blood culture was then negative. On 
August 4th the drug was stopped and the tempera- 
ture remained normal thereafter. Improvement in 
the patient’s general condition was steady until late 
November, 1944, although the lumbago recurred 
early in that month. On November 23rd dyspnea 
and edema came on rather suddenly. Two days 
later he was seen at the office. The heart showed 
enlargement, many premature beats, a loud apical 
systolic murmur, and a rate of 102. The blood 
pressure was 195/145. Rales were heard at the base 
of the right lung. Edema of the legs was marked. 
Digitalis and mercupurin were given with much 
lessening of the edema and dyspnea by December 
7th. About 5:00 A. M. on December 8, 1944, the 
patient died suddenly in his sleep. There was no 
recurrence of fever from August 4th until death four 
months later, and four blood cultures were negative, 
the latest being November 25, 1944. 


Autopsy after embalming showed an enlarged 


heart, especially the left ventricle. The cusps of the 
aortic valve were thickened and fused at their bases. 
The mitral leaflets were thickened and there was 
marked retraction of the chordae. No vegetations 
were found but careful examination revealed a tiny 
ulcer on the base of the mitral valve in which masses 
of bacteria were seen in the submucosa. 


COMMENT. 


In neither of these two cases were definite emboli 
detected. The first patient had abrupt pain along- 
side the right knee that persisted with tenderness 
for three days. The 2nd case had one attack of 
pain in the left kidney area with 1-2 red cells in the 
urine. Autopsy demonstrated bacteria in an active 
ulcer on a valve leaflet in the 2nd case. In the Ist 
case it seems likely, in the absence of any other de- 
tectable site for the infection, that bacterial endo- 
carditis was present or, at the very least, that this 
was a case which soon would have become an ob- 
vious example of bacterial endocarditis. It seems 
equally likely that improvement was due to the use 
of penicillin in spite of other adverse reports.” 
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SUMMARY AND CONCLUSIONS. 

Two diabetics, one very severe, with apparent 
bacterial endocarditis are reported. Each responded 
to the use of penicillin (over 2 million units) to the 
extent that there was no fever and at least 4 blood 
cultures were negative over a period of 12 and 3% 
months, respectively. Although one patient who 
apparently was cured of his infection showed an 
active lesion at autopsy, it is not unlikely that re- 
covery may have followed a second or third course 
of treatment had a clinical exacerbation occurred. 
In view of the hopeless nature of the cases previously 
and the apparent benefit in some cases treated with 
penicillin, it seems worthwhile to continue trying 
the drug in future cases until it has been proved 
worthless or a better remedy found. It is possible 
that the drug will be of help in early cases such as 
these and not in late and well established cases with 
emboli. The response of these two patients confirms 
our impression that controlled diabetes is not a 
significant medical hazard. 


ADDENDUM. 

Case No. 1 died several hundred miles away 
from this city apparently of acute pulmonary edema, 
possibly associated with hypoglycemia, fourteen 
months after the treatment with penicillin for the 
bacterial endocarditis. The examination of the heart 
after embalming showed mitral stenosis with a firm 
grayish fibrotic nodule 2 mm. in diameter on the 
posterior wall of the mitral valve on the auricular 
surface. There were no superficial ulcerations. ‘The 
microscopic examination showed the nodule to be a 
fairly well organized thrombus containing several 
small deposits of calcium. There was partially 
hyalinized fibrous tissue with a scattering of chronic 
inflammatory cells. Adjacent to the thrombus were 
a number of perivascular areas containing necrotic 
debris and acute inflammatory cells. No bacteria 
were seen. 

REFERENCES 
1. White, P. D., Mathews, M. W., and Evans, E.: Treat- 
ment of Subacute Bacterial Endocarditis, Ann. Int. 
Med, 22:61, 1945. 

Collins, B. C.: Subacute Bacterial Endocarditis 
Treated with Penicillin, J.4.M.d. 126:233, 1944. 

Dawson, M. H., and Hobby, G. L.: The Clinical Use 
of Penicillin, J.4.M.d. 124:611, 1944. 

Loewe, L., Rosenblatt, P., Greene, H. J., and Russell, 
M.: Combined Penicillin and Heparin Therapy of 
Subacute Bacterial Endocarditis, J.4.M.A. 124:144, 
1944. 


1946] 


Dawson, M. H., and Hunter, T. H.: Treatment of 
Subacute Bacterial Endocarditis with Penicillin, 
J.A.M.A. 127 :129, 1945. 


2. Kelson, S. R.: Treatment of Subacute Bacterial En- 
docarditis Since 1939, Ann. Int. Med., 22:75, 1944. 


VIRGINIA MEDICAL MONTHLY 27 


Keefer, C. S.: Discussion of Papers on Penicillin, 
J.A.M.A. 124:637, 1944. 

Herrell, W. E, Nickols, D. R., and Heilman, D. H.: 
Penicillin, J.4.M.A. 125:1003, 1944. 


Medical Arts Building. 


Black Widow Bite 

Which failed to respond to usual treatment, im- 
proved with application of new drug. Two doc- 
tors reported spectacular success in the treatment of 
a Black Widow spider bite with neostigmine methyl- 
sulfate, a synthetic drug which has been noted for 
its effect in decreasing muscle fatigue, according to 
the December 8 issue of The Journal of the Ameri- 
can Medical Association. 

James E. Bell, Jr., M.D., Intern, Roper Hospital, 
and John A. Boone, M.D., Assistant Professor of 
Medicine at the Medical College of the State of 
South Carolina, wrote that since no relief was ob- 
tainable for their patient by the usual method of 
treatment, they used an injection of neostigmine 
methylsulfate with atropine, and within 15 minutes 
a ‘change for the better was evideit. Within one 
hour there was complete relief of muscle spasm and 
pain. 

The Black Widow spider is widely distributed in 
the United States, being especially prevalent in the 
southern states, the Ohio valley and the western 
coastal region. It is shiny and coal black and is 
marked with an hourglass-shaped spot of red or 
orange on the middle of the abdomen. It inhabits 
dimly lighted, secluded places. 

The patient, upon receiving the bite feels a sharp, 
stinging sensation which is very painful but lasts 
only a moment. Fifteen to 45 minutes later pain 
begins to radiate from the region of the bite. Ac- 
cording to the authors the pain is “most severe in 
the abdomen and legs but also spreads generally to 
the back, shoulders and arms.” 

Previously, neostigmine has been used in a wide 
variety of diseases in which muscular paralysis, 


spasms, tension or spasticity and cramps were im- 
portant symptoms. Investigators working with this 
drug have reported that patients treated with ne- 
ostigmine showed relaxation of muscular spasms, 
relief from pain, increasing strength and improve- 
ment in muscular coordination. 


Psychiatrists Organize to Meet National 

Emergency. 

The two leading national organizations in the 
field of psychiatry have united to help meet the 
critical situation in which the country finds itself as 
a result of psychiatric problems arising out of the 
war. In the field of psychiatry, which has always 
been short of well-trained personnel, there are liter- 
ally thousands of places where psychiatrists are 
needed. There also are thousands of medical men 
who had some experience in psychiatry during the 
war, and are now seeking training opportunities. 

As an initial step in bringing the psychiatrically 
trained and psychiatrically minded medical men to- 
gether with the opportunities, the American Psychi- 
atric Association, the oldest specialty society in 
America, founded more than one hundred years ago, 
has joined forces with the National Committee for 
Mental Hygiene, the pioneer organization in the 
field of mental health, which was founded in 1909. 

Physicians interested in psychiatry are invited to 
send in full biographical statements including per- 
sonal data, education, training, experience and spe- 
cial desires, in order that this service may be of the 
greatest possible assistance to them. Inquiries 
should be addressed to Captain Forrest M. Harri- 
son, (MC) USN, National Committee for Mental 
Hygiene, 1790 Broadway, New York City 19. 
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CORRESPONDENCE 


Merpectojel Treatment for Poison Ivy and 

Poison Oak—A Preliminary Report. 

To THE Eprror: 

In the search for a cleaner and more easily ap- 
plied local medicament for the distressing rash, 
especially the oozing eczematoid type, associated 
with poison ivy and poison oak, merpectojel* was 
tried. Merpecicjel jent itself to trial because of its 
quick drying property when thinly applied and be- 
cause its cellophane-like finish coated over the ooz- 
ing areas with a transparent “window”. 

It was purely imagination which transferred this 
hitherto strictly vaginal drug to external body uses. 
The clear cellophane-like film which results when 
merpectojel is locally applied gave indication for 
its use in oozing eczematoid conditions, rhus tox, or 
otherwise. Its sealing properties suggest its use in 
burns—in sealing in the exudation. It is hoped 
that some trial be made of this drug in the treat- 
ment of burns. There is one very commendable 
property which merpectojel has that makes it supe- 
rior to tannic acid applications, and that is, it is 
water soluble to a great extent. After it has been on 
a few days, warm water and a wet towel will re- 
move the merpectojel without much difficulty in the 
less thickly applied areas. In locations where. it is 
thickly applied, a splinter forceps will do a great 
deal in lifting off the membrane. This is not neces- 
sary, however, as the pectin has healing properties, 
and the phenyl mercuric nitrate is antiseptic. These 
two ingredients are contained in the merpectojel 
preparation, and both are combined into a clear 
jelly, which need not be removed unless there is too 
much discomfort from the constricting adhesiveness 
of the preparation. 

This pectinum preparation has a better cosmetic 
appearance than the dirtiness of potassium per- 
manganate’s purple and vermillion. It has much 
more nicety than the black residue of tannic acid 
preparations. Calamine lotion and ointment are so 
obviously noticeable in contrasting whiteness, that 
other and easier means of treatment are sought. 

Merpectojel is not intended to replace the injec- 
tion treatment of the aqueous or oily extracts. The 
injection treatment is really the treatment of choice 


*Wm. P. Poythress, Inc., Richmond, Va., by whom 
merpectojel is suv ested in the treatment of burned and 
eczematoid conditions, 


in rhus dermatitis. The distressing rash of the early 
stages in the vesicular or in the oozing form are all 
responsive to the pectin-phenyl mercuric nitrate 
preparation used in the cases tried in this prelimi- 
nary report. Applications of this jelly-film not only 
sealed in the exudative areas, thus preventing the 
spread to adjacent skin places, but also relieved a 
lot of the itching so frequently a coincident com- 
plaint. 

The following five cases of rhus toxicedendron 
plant poisoning were treated with the ointment-jelly 
discussed in this paper: 

Case 1.—Master R., age 5, had reddish vesicular 
rash on chest and arms caused by poison ivy tri- 
foliate vine. Merpectojel jelly was generously ap- 
plied over the dermatitis and allowed to dry. A 
cellophane-like covering enclosed the whole of the 
rasn, keeping it localized. The ointment began to 
peel in three days, the edges first upturning, so 
that it was easy to complete the removal of the 
dried drug. The rash was now dry and scaling, 
the scales coming off with the jelly, leaving a pink- 
ish epidermis. 

Case 2.—B. C., age 22. Rhus diversiloba (poison 
oak) trifoliate shrub was the cause of the abundant, 
vesicular, and exudative type rash covering almost 
the entire body—apparently scattered by transfer of 
the oozing fluid. Many local preparations were 
used prior to the merpectojel and injection combi- 
nation treatment, hut the rash was getting worse in 
spite of efforts to control it. Merpectojel was thinly 
applied in layers and allowed to dry. All exudation 
stopped and the transparency of the film presented 
a window for observation of the progress of the 
healing process. The film was left on for six days, 
reapplying where and when necessary. The patient 
was also given 1 c.c. each day of an accepted ex- 
tract. Whether the jelly or the injection did the 
most good is a question, but I am inclined to believe 
that the injection treatment is more convincing in 
its end results. However, it is a definite advantage 
to have the exudative areas covered to prevent 
further spread and to prevent the ugly wet appear- 
ance. This case was one of the severer ones and it 
was obvious that the jelly application did a great 
deal of good. The film was removed with warm 
water and wet towel rubbing. 
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Case 3.—R. A., age 35. This was another exam- 
ple of plant dermatitis caused by the Rhus family. 
This case was exudative, vesicular, and generalized. 
The jelly treatment was started and the exudations 
were stopped and localized. The jelly was applied 
in layers, and reinforced as needed. Injections were 
started to assist the mechanical work of the jelly. 
Definite improvement was seen through the film 
and in five days the jelly-dry-film was removed. 
in the 
in the 
of. the 
jelly was all that was necessary to relieve this case. 


The underlying epidermis was pink and dry 
non-exudative areas and clean and healing 
oozing areas. Reapplication of a few layers 


Case 4.—L. S., age 24. This was an early case 
of plant dermatitis, probably poison ivy, showing 
erythematous, and papular rashes on the right leg. 
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and allowed to remain 


The jelly-film was applied 
for three days: No injections were given. Rash left 
and no further spread was noted. 

Case 5.—H. S., age 50, was essentially the same 


as Cases 2 and 3. The results were similar. 


CONCLUSIONS 
Another sealing and quick-drying agent is sug- 
gested in the treatment of plant dermatitis. Certain 
advantages are claimed for the merpectojel jelly 
used. It is clean, easily applied, healing, and is 
more easily removed than most preparations used 
in the treatment of poison ivy and poison oak der- 
matitis. 

A. J. Russo, M.D., 
Salem, Va. 


PUBLIC HEALTH 
I. C. R1iccin, M.D., 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for Novem- 
ber, 1945, as compared with the same month in 
1944, and for the period of January through No- 
vember, 1945, compared with the same period in 
1944, follows: 


Jan.-  Jan.- 

Nov. Nov. Nov. Nov. 

1945 1944 1945 1944 

Typhoid and Paratyphoid Fever. 10 6 162 120 
Diarrhea and Dysentery______-__ 178 443 6,990 6,246 
Scarlet Fever _____ S06 283 3)798 2622 
Tad) 483 294 
Poliomyelitis 329 742 
3 6 205 489 
Rocky Mountain Spotted Fever__ 6 1 99 80 


TREND OF MORTALITY FROM DIABETES 
IN VIRGINIA 

The general death rate from diabetes in Virginia 
has tended upward more or less steadily during the 
past thirty years. The rate of 9.6 deaths per 100,000 
population in the State in 1915 rose to 19.1 in 
1944, representing an increase in mortality of al- 
most 100 per cent. There were 534 deaths from this 
disease in Virginia in 1944, in comparison with 211 
in 1915. A comparable rising trend is noted for the 
nation. The mortality rate of 17.6 for the United 


States in 1915 had mounted to 27.1 in 1943, the 
latest year of available data. 

A prominent factor in the reported increase is 
better diagnosis of diabetes among the older age- 
groups. Contributing also to higher mortality is the 
change in the age-composition of the population, 
which now includes a larger proportion of older 
people—the age-bracket in which diabetes is most 
frequently found. Despite the progressive increase 
in mortality, however, the average age at death for 
diabetics has been steadily rising, resulting in a 
longer life-span than ever before. 

The sharp, upward trend in total deaths from 
diabetes obscures the fact that a substantial im- 
provement has taken place in mortality from this 
cause in childhood and in young adults. Definite 
improvement is observed before the age of 45 years. 
The death rate for diabetics under 25 years of age, 
during the past quarter of a century in Virginia 
shows a reduction of 29 per cent—from a rate of 
2,1 per 100,000 population in 1920 to 1.5 in 1944, 
For the age-group: 25 to 44 years, the rates show. 
an even larger decrease, from 8.4 in 1920 to 5.1 in 
-1944—a reduction of 39 per cent. The most striking 
proof of the value of insulin therapy since its dis- 
covery in the early 1920’s is the success in prolong- 
ing the lives of diabetics. 


For each of the older age-groups, however, the 


‘ 
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mortality trend for diabetes has been consistently 
upward. The rate for persons 45 to’ 54 years in- 
creased from 15.5 in 1920 to 26.5 in 1944. For 
the age-bracket 55 to 64 years, the rate rose from 
34.0 in 1920 to 73.0 in 1944. The maximum rise 
in death rates took place in the age-span past 65 
years, when the rate of 66.0 in 1920 climbed to 
159.1 in 1944, representing a gain of 141 per cent 
during the twenty-five year period. 

Mortality experience indicates that, at present, 
women are the chief victims of diabetes. In 1944 
three hundred and forty-two females succumbed to 
this disease in comparison with one hundred and 
ninety-two males. Also, diabetes mortality has in- 
creased at a much more rapid rate among females 
than males. In 1920 the rates for the two sexes 
were almost equal—9.2 for males and 9.6 for fe- 


TREND OF DIABETES MORTALITY BY COLOR: 
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of 18.2. The graph below shows the trends of 
white and colored rates for the past three decades in 
the State. 

It is interesting to note that, contrary to the con- 
tinued upward trend in diabetes in the past,. the 
average annual total death rate from this cause dur- 
ing wartime (18.3) was lower than the average rate 
of 19.0 for the prewar period, 1939-1941. This was 
particularly gratifying, as the middle-age sector of 
the population, including a large proportion of the 
diabetics, comprised a group of persons in executive 
and managerial positions and, therefore, of espe- 
cial importance to the war effort. 

The continued rise in reported diabetes mortality 
reflects the working of many forces—better diag- 
nosis, an aging population, and greater urbaniza- 
tion. The outlook, therefore, is not as alarming as 
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males. By 1944 the rate for females (24.6) was al- 
most twice that for males (13.6). 

Formerly, death rates for diabetes among colored 
persons in comparison with white would indicate 
that Negroes were almost immune to this disease. 
However, with improvement in medical diagnosis, 
and a larger proportion of colored people exposed 
to conditions of urban life, the colored rate has con- 
sistently risen during the past 30 years. In 1944 the 
rate was 21.9 in comparison with the white rate 
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mortality trends would indicate. However, the con- 
trol of diabetes is an important and challenging 
problem to the medical profession. Early diagnosis 


and treatment of this disease are, of course, of prime 
importance. Also, an increased effort in combating 
the cardiovascular-renal diseases prevalent in later 
life would conceivably raise the average age at death 
of diabetics, as deaths in combination with the de- 


generative diseases are charged to diabetes. _ 
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SHALL THE PREGNANT WOMAN 
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EAT? 


COMMITTEE ON MATERNAL HEALTH 


Evidence has accumulated to show that food in- 
take during pregnancy has an important bearing on 
both the expectant mother and the developing foetus. 
An outstanding study, reported in 1941, brings out 
evidence that poor nutrition in expectant mothers 
results in an increase in the occurrence of anemia 
and infection during the prenatal period, a greater 
incidence of sepsis and hemorrhage during labor, 
and more complications during the puerperium. The 
addition of simple essential foods to the diets of a 
group of prenatal patients in a controlled group 
showed that the complications during pregnancy 
were less and the outcome of the infants up to the 
age of six months was improved. 

The demands of the prenatal patient are the same 
as that of the non-pregnant woman when additions 
are made to the food supply. During pregnancy the 
protein and calcium intake should be approximately 
doubled; the iron and vitamins, increased about 
one-fourth. 

A “rule-of-thumb” to meet the daily require- 
ments: 


tna itianieens One quart as a drink or used in 
cooking. 
Once, preferably twice. 
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a One or two. 

Vegetables__-_-~- One raw and two cooked. The 
green or yellow leafy vegetables 
are to be given preference. 

eer Once or twice (fresh—dried— 


canned). Tomatoes when fresh 
citrus fruits are not available. 
A liberal serving. 
|| err Oatmeal, whole wheat or other 


dark cooked cereals. 
Bread 
and Sweets_-_.Sparingly. 

Condiments_-_-- Particularly salt, very sparingly 

on any food. 

If weight gain is too rapid, use less sweets, fats, 
cereals, bread and potatoes. Not more than two and 
one-half pounds should be gained during any one 
month, and not more than a total of 20 to 25 pounds 
during the entire pregnancy. 

Recent dietary conversation has shifted from cal- 
ories to vitamins. An effort has been made here to 
meet both requirements without complicating the 
procedure. 


Suggested diet lists may be obtained by writing: Com- 
mittee on Maternal Health, Medical Society of Virginia, 
1200 East Clay Street, Richmond 19, Virginia. 


Upjohn to Erect New Antibiotic Plant. 
With the purchase of 500 acres four miles south- 
east of the city, the Upjohn Company, Kalamazoo, 
Michigan, recently announced plans to expand its 
facilities for the manufacture of antibiotics. Donald 
S. Gilmore, president and general manager, indi- 
cated that construction of the first unit, a modern 
two-story building 137 by 251 feet, will get under 
way within the next 30 to 60 days. 
The new building will be a brick-faced steel and 


concrete structure, lined throughout the interior with 
glazed tile. 

Streptomyoin, as yet produced only in pilot labo- 
ratory quantities, will be put into large scale pro- 
duction when the new plant is finished. Dr. George 
F. Cartland, who has been head of the Company’s 
research work in antibiotics, will supervise the oper- 
ation of the new unit under Dr. M. C. Hart, vice 


president and director of research. 
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MISCELLANEOUS 


Hugh Hampton Young—An Appreciation. 

In the death of Hugh Hampton Young, Professor 
of Urologic Surgery and Director of the James 
Buchanan Brady Institute of the Johns Hopkins 
* Hospital, the nation and the world of science have 
lost one of the truly great men. Born in San An- 
tonio, Texas, the son of a Confederate General and 
of a Virginia mother, Doctor Young’s youth was 
spent in Virginia where he attended the University. 
The devotion of Dr. Young to the University of Vir- 
ginia, his interest in the development of its medical 
school and the alumni association continued through- 
out his life. With the opening of the Johns Hopkins 
Hospital Dr. Young early became a surgical interne 
and his ingenuity aroused the interest of Professor 
William S. Halsted, one of the master surgeons of 
all time. Under Dr. Halsted’s tutelage, Young 
began the development of surgery of the urinary 
tract in general and of the prostate gland in par- 
ticular. His progress in this field gave him fame 
and placed him among the immortals that have 
made the Hopkins group of doctors famous through- 
out the world. Hugh Young’s genius was of a ver- 
satile type. A masterly technician, a meticulous 
anatomist, an instrumenteur of superb ability, and 
a profound physiologist, he did probably more than 
anyone to elevate the specialty of urology to the 
most exact of the medical sciences from the stand- 
point of diagnosis and therapy. In his hands the 
operation of prostatectomy for benign and cancerous 
lesions, the surgery of the bladder, ureter and kid- 
ney, developed to such a high standard of efficiency 
and excellency as to give honor to his name through- 
out the scientific world. 

In the field of chemotherapy which has within 
the last few years given us such drugs as sulfona- 
mides and penicillin, Hugh Young was a pioneer. 
He ardently worked with his students over many 
years in search for the “Therapia sterilizans magna”, 
a chemical attack on bacterial infection. He was 
more than partly successful when he gave mercuro- 
chrome to the world. The intravenous administra- 
tion of this drug was the first really scientific at- 
tack on septicemia and was the forerunner of sul- 


fonamides and penicillin which are of such mo- 
mentous value today. 

Dr. Young in addition to his scientific discoveries 
recreated his versatility in his civic-interest. His 
sociologic and political interests, and his contribu- 
tion to the cultural life of Baltimore and Maryland 
were outstanding. 

Perhaps the greatest achievement of this great 
man was his ability as a teacher. He possessed that 
rare gift of inspiring younger men to research and 
to the perfection of surgical technique. The fruits 
of this inspiration are amply demonstrated by the 
fact that many of his associates and pupils now 
occupy professorial positions in the leading univer- 
sities in this country and abroad. 

His keen and active interest in the development 
of the American Urological Association and of the 
American Association of Genito-Urinary Surgeons, 
in whose meetings he was always an active par- 
ticipant, show the comprehensiveness and unselfish- 
ness of his character. 

Dr. Young’s personality was jovial, generous, un- 
inhibited by conventionalities, yet colored with a 
respect for scientific exactitude in theory and prac- 
tice. This won him the friendship and admiration 
of men great and small throughout the world. His 
advocacy of social disease control in the armies of 
the first world war and later in civilian life estab- 
lished a pattern that has been followed successfully 
in the present world conflict. This program led to 
a rational method of dealing with this momentous 
problem and has reduced its magnitude as a major 
concern in both military and civil life. 

In memory of his genius and because of the per- 
sonal interest which we individually had in this 
great'man, the members of the Virginia Urological 
Society pay tribute to Hugh Hampton Young, a 
great scientist and a great citizen. The world will 
lose much in his passing. 

Signed: 
SAMUEL A. VEsT, President. 
W. W. S. BUTLER, Vice-President. 
W. W. Koontz, Secretary. 
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Medicine in Rural Virginia. 

Doubtless most of the readers of the MONTHLY 
have reviewed the recent newspapers’ abstract and 
editorial comments of the report and recommenda- 
tions of the subcommittee of the Virginia Advisory 
Legislative Council. The report of the Committee 
was based on a thorough study, including public 
hearings, of existing conditions of medical needs 
and facilities in rural Virginia. 

Those of us who live in non-urban areas of the 
State have been cognizant over a period of years of 
the increasing lack of adequate medical personnel 
and facilities for people remote from cities and 
towns. We have seen the older doctors, after years 
of arduous service under trying conditions of prac- 
tice, gradually dying out without available replace- 
ments. Rural people are keenly aware of the critical 
situation. They are demanding a solution of the 
problem. Individually and in groups they are em- 
phasizing their health needs equally with improved 
educational facilities. 


The solution is not an easy one. Young medical 
graduates in recent yéars have had training that 
cannot be utilized effectively in areas remote from 
hospitals, laboratories and x-ray facilities. For this 
and other reasons even those whose homes are in 
rural communities are reluctant to return to them 
after graduation. 

The proposed recommendations of the Committee 
call for legislation to subsidize medical students for 
rural practice; extension of Public Health services 
to counties now lacking them, establishment of 
health centers and community hospitals in areas 
where a State-wide survey indicates their need and 
possibilities of successful operation. Encourage- 
ment of voluntary hospital insurance, financial aid 
to the indigent unable to purchase such insurance, 
examination by physicians of all school children 


and provision for correction of remedial defects also 


are included in the committee recommendations. 

It is hoped and believed that the program will 
meet with the endorsement of the medical profession 
in the State, and that they will use their influence 
and the aid of their communities to acquaint the 
legislators with the existing conditions and needs. 
The program provides the Woman’s Auxiliary to 
the Medical Society with an opportunity for useful 
work in their respective communities and as an or- 
ganization. 

The contemplated program involves the expendi- 
ture of large appropriations over a period of years. 
Yet, it is an investment in health and should result 
in dividends that will repay the State financially 
and promote improved health conditions where they 
are now sorely needed. Furthermore, such a pro- 
gram is the most effective reply to those proposing 
Federal Socialized Medicine or any of its modifica- 
tions under other guises. 

PHILIP S. SMITH, 
Chairman, Advisory Council. 


Mid-Winter Board Meeting. 

The Mid-Winter Board Meeting of the Woman’s 
Auxiliary to the Medical Society of Virginia will 
be held in Richmond, in the Academy of Medicine 
Building, 1200 East Clay Street, on Wednesday, 
January 16, 1946, at 11:00 A. M. 

Reports and recommendations of officers, chair- 
men of standing committees and presidents of 
county auxiliaries will be received. 

It is hoped that Dr. Irl C. Riggin, State Health 
Commissioner of Virginia or someone else well qual- 
ified, will speak on Rural Health and Prepaid 
Medical Service. 

The presidents-elect of county auxiliaries are 
cordially invited to attend this meeting. This is 
most desirable. 

As we plan for the New Year and the years to 
follow let us remember that we have an obligation 
and an opportunity to help bring about Peace on 
Earth among men of Good Will. 

With best wishes for a happy and successful year. 

Marie C. CHICHESTER. 
(Mrs. P. M. CHICHESTER). 
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Norfolk. 

A general meeting of the Woman’s Auxiliary to 
the Norfolk County Medical Society was held at 
11 o’clack, November 20, in the library of the Medi- 
cal Arts Building, with Mrs. C. M. McCoy, Presi- 
dent, presiding. Plans for the year’s activities were 
discussed. 

The budget was presented and accepted. It in- 
cluded contributions to the Jane Todd Crawford 
Memorial Fund, the Leigh-Hodges-Wright Memo- 
rial Fund, the State Contingent Fund and Red 
Cross. 

Mrs. James W. Anderson, chairman of war serv- 
ice, made an appeal for the Christmas boxes to be 
sent through the Red Cross to servicemen. The 
Auxiliary voted a contribution of $10.00 to this 
project. 

The Auxiliary decided to sponsor a subscription 
dinner at the Norfolk Yacht and Country Club on 
February 22, to observe Doctors’ Day and to honor 
those doctors who have returned from overseas serv- 
ice. A committee from the Norfolk County Medical 
Society will meet with a committee from the Auxili- 
ary to work out plans and the service-returned doc- 
tors and their wives will be guests of the Norfolk 
County Medical Society. 

The Auxiliary voted to hold its public relations 
meeting January 26, and its annual luncheon Tues- 
day, March 26, at the Norfolk Yacht and Country 
Club, when there will be a speaker on juvenile 
delinquency. 

Mrs. Ben Steingold, chairman of the Jane Todd 
Crawford Memorial Fund, accepted from the treas- 
urer, Mrs. Mallory Andrews, the contribution to the 
Fund. 

Cxara P. Brock (Mrs. M. F.), 
Chairman, Press and Publicity. 


Northampton-Accomac Auxiliary. 
This Auxiliary held its October meeting at the 


[ January, 


home of Mrs. S. S. Kellam, Cape Charles, with 
Mrs. J. M. Lynch and Mrs. S. K. Ames as co- 
hostesses. A delightful luncheon was served, fol- 
lowed by a business session at which Mrs. C. FE. 
Critcher, president, presided. 

It was voted to establish a Memorial Fund in 
memory of the late Grace Wilkins Holland, a char- 
ter member of the Auxiliary, and a former State 
President. 

A letter was read from Mrs. Paul Pearson, retir- 
ing State President, announcing the winning of the 
attendance trophy for the third time by this aux- 
iliary. This award is based on the percentage of 
members present at all meetings. There are nine 
auxiliaries in the state, with a membership of 312 
members. The Northampton-Accomac Auxiliary is 
composed of 27 members living in a seventy-five 
mile area. 

The paper for the afternoon was an interesting 
and concise talk on “The Menace of State Medicine, 
Federal Control of Medicine, and Medical Practice” 
by Mrs. Rooker White of Keller, who stated that 
this legislation is dangerous to everyone, it is to 
cost twelve billion dollars, to be paid for from pay- 
roll deductions and future taxation, and that such 
practices are un-American. 

Mrs. S. K. Ames and Mrs. Rooker White re- 


‘ported a very successful practical nurses’ register 


for Northampton and Accomac Counties. 

The retiring President submitted her yearly re- 
port, after which she turned over the meeting to the 
new President, Mrs. S. S. Kellam. Others serving 
with Mrs. Kellam will ‘be Mrs. B. N. Mears of 
Belle Haven as vice-president and president-elect; 
Mrs. William B. Trower of Cape Charles as secre- 
tary; and Mrs. J. H. Hiden of Pungoteague as 
treasurer. 

CATHERINE R. TROWER (Mrs. HOLLAND), 
Chairman, Press and Publicity. 
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Editorial 


The Onset of Labor 


ANY apparently simple every day phenomena are difficult to explain. Why a 
4 pregnant woman goes into labor is a good example. The ancient Greeks knew 
that a chick pecked a hole in the shell and emerged from his fetal envelopes by 
his own power. Reasoning by analogy, they thought that the fetus came into the 
world by his own efforts. Post mortem births lent color to this supposition. They did 
not explain a stillbirth, but merely said that it was more difficult. Since Aristotle’s 
time many theories have been advanced. The seat of the cause of the onset of labor 
has been sought in the uterus, the nervous system, the blood stream, the abdominal 
muscles, the fetus and the placenta. Williams in his first edition gave eleven causes 
of the onset of labor that have been seriously entertained in comparatively modern 
times. (1) Increasing irritability of the uterus in the later months of pregnancy, 
which is a well known clinical fact, renders the uterus more ready to respond to exter- 
nal stimulation. (2) When the uterus reaches a certain degree of distention, like any 
other hollow viscus, it must begin to contract and empty itself of its contents. (3) 
‘Galen supposed that labor resulted from a gradual dilatation of the cervix, which was 
brought about by the pressure of the presenting part and this view has had many 
adherents ever since. (4) Keilmann and Kniipffer advanced the theory that the onset 
of labor was the result of the gradual formation of the lower uterine segment and the 
consequent pressure upon the surrounding nervous ganglia. (5) Naegele, Simpson, 
Scanzoni and others believed that the desidua in the latter weeks of pregnancy under- 
went fatty degeneration, which resulted in the partial separation of the ovum and its 
practical conversion into a foreign body, which then gave rise to uterine contractions. 
(6) Brown-Sequard demonstrated that an excess of carbon dioxide in the blood led 
to energetic uterine contractions. Why there should be a marked and sudden increase 
in the maternal blood is not clear. (7) Spiegelberg advanced the view that the onset of 
labor was due to fetal rather than maternal changes. He considered that the mature 
fetus needed materials for its sustenance other than those furnished by the placenta, 
and as the result of insufficient nutrition certain excrementitious substances gained 
access to the maternal circulation and in some way stimulated the uterine center. 
(8) Tyler-Smith and others believed that there is an increased tendency towards 
uterine contractions at the periods at which the menstruation should appear if the 
patient were not pregnant, and that these reach their acme at about the date of the 
tenth menstrual. period and give rise to labor. (9) Geyl and others believed that 
Nature after ages of experiment has found the end of the tenth lunar month ‘the most 
suitable time. (10) Eden and Williams believed that the frequent occurrence of 
infarct formation in the placenta at term was an evidence of its senility. Where these 
changes are marked the nutrition of the fetus must be interfered with, and it is pos- 
sible that certain of its metabolic products may result in the stimulation of the uterine 
center. (11) It is also a well-known fact that excessive physical exercise, sudden jars 
or violence, as well as extreme mental emotion, such as grief and anger, may lead to 
the termination of pregnancy. All the above is a long way of saying that we did not 
know the cause of the onset of labor. In 1903 when the above “causes” were pub- 
lished we did not know that the placenta was an organ of internal secretion. It 
seemed plausible that the placental hormone or hormones had a quieting effect upon 
the uterus and that when the organ became senile and no longer made enough hor- 
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mones to keep the uterus quiet, the patient fell into labor. Histologically the placenta 
at term shows increased fibrosis of the villi, fibrin deposition, infarct formation and 
obliterative endarteritis. Yet estrogen and progesterone, presumably produced by the 
placenta, reach their highest levels at or just before term. 

In a recent study, Mandel, Graff and Graff at Columbia University (Am. J. Obs. 
& Gyn. 50:471, 1945) have studied the physiological activity of the placenta by 
chemical means. It has been found by Robertson, Heulin, LeBreton and Schaeffer, 
and Graff, that the nucleccytoplasmic ratio consistently diminished with age, but most 
rapidly in the earliest stages of growth. They studied 186 placentas that varied from 
3 months to term. Two were over due and 14 were missed abortions and stillbirths. 
Of the 68 at term, forty had had no labor, being delivered by section before the onset 
of labor. The placentas were placed at once in isotonic saline-citrate solution, and 
were dissected so as to remove membranes and obvious blood clots. It was divided 
in a meat chopper and washed with additional saline-citrate solution in order to 
remove as much blocd as possible. The estimation of the chronological age of the 
placenta is uncertain. A minimum of two and a maximum of four weeks’ error may 
be assumed to exist. Furthermore the NCR (nucleocytoplasmic ratio) varies with the 
amount of membranes and other inactive tissue present in the specimen examined. 
Nevertheless there was a negative correlation between the age of the placenta at the 
NCR. The NCR declined from 8.6 at 2 months to 3.6 at term. At the same time 
the total placental weight increases from 30 to over 500 grams so that the increase in 
mass would more than make up for the reduction in physiological activity. Moreover 
there is no sudden drop in the NCR to cause the sudden onset of labor. While this 
study is interesting it is not conclusive, for the reason that the author studied the 
whole placenta. Were they able to study only the hormonal elements it would be sig- 
nificant. The authors themselves say that there is a low correlation between the NCR 
and the histological picture, suggesting that the histological picture must vary through- 
out the placenta. It is conceivable that a pancreas with few if any islands of Langer- 
hans, might show a high NCR. One would not be justified in such a case in saying 
that such a pancreas could not be the cause of diabetes. If we are looking in the 
right direction for the cause of the cnset of labor, we have not yet developed a technic 
sufficiently refined to demonstrate it. 


Now or Never 


ONGRESSMEN Wagner, Murray, Dingell, and Pepper have secured President 
Truman’s aid in their efforts to take over the practice of medicine in this 
country. They see a heaven(?)sent opportunity now while one-third of the medical 
profession is in the Armed Forces, and therefore unable to express an opinion, and 
the other two-thirds are so beaten down with overwork that they are impotent. In 
order to give color to the idea that there is an emergency that brooks no delay, the 
bureaucrats are putting forth the “facts” that this country is not the healthiest, as is 
so commonly stated, and that the statement so frequently heard that the rich and the 
very poor in this country get the best medical care is a myth. They also point to the 
high percentage of rejectees in the Selective Service, but they do not go to the trouble 
to break down these figures into the various causes for rejection nor to compare the 
percentage of rejections with those of other countries. 
Congress will do what the people want. The question is, do the people know what 
they want? Do they want more medicine at more cost, or do they want better medicine 
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at less cost? There is a fundamental difference in the philosophy of public man- 
agement and private management. It matters not whether it be railroads or what not, 
the emphasis in government ownership is cost, and the greater the cost, the more 
impressive the project. In private ownership, the emphasis is on efficiency. In the 
last war, the Federal government took over the management of the railroads and 
everyone knows the result. The freight yards at Alexandria, to mention only one 
example, became so hopelessly tangled up that Richmond merchants had to send rep- 
resentatives to Alexandria to get their shipments through. In this war the Govern- 
ment kept their hands off the railroads. The equipment and personnel were over- 
taxed, but there were no tie-ups, and everyone is praising the wonderful work the 
railroads did. 

The practice of medicine is even more “temperamental” than railroading. It is 
a fine art and for that reason flourishes best only when the environment is right. 
Political meddling under Bismarck ruined medicine in Germany, and _ political 
meddling can do the same in this country. We already have two examples of the 
practice of medicine under Federal control. The E. M. I. C. is a $44,000,000 a year 
project that has been in operation long enough to show what it can do. There are no 
figures available to show what has been accomplished. We are told that it is against 
the policy of the Children’s Bureau to give out maternal and infant death rates. It is 
common knowledge that neither the doctors nor the patients are pleased with the service. 


The Veteran’s Administration is the other example of the Government practicing 
medicine. No one can complain that the Government has not spent enough money on 
its veterans, but few will contend that they get the right kind of medical care. The 
new head of the Veteran’s Administration admits that the service lacks much to be 
desired. However, he is determined that in the future the veterans will have the very 
best. Furthermore, le is convinced that the best medicine is being practiced by doctors 


who are in private practice. For this reason, the veterans’ hospitals, in spite of political 
opposition, are being built in medical centers where doctors in private practice are 


available. 


According to Dr. Finkensieper “the Manna of the Israelites is supposed to have been 
Lecanora esculente, a species of lichen plentiful in Algeria and Tartary”’. 
President Truman proposes to remove the financial barrier between patient and 
doctor and substitute for it a Federal Bureau. 
* * 
On the first Christmas day a totalitarian dictator ruled the world; all men paid 
tribute to Rome; liberty was the possession of the favored few; armed legions every- 
where kept the peace and enforced the laws; the economic system was based on slave 


labor. 


When the MontTHLY reaches you, we will have begun the New Year. The Editor 
wishes that to each of you it will be a very happy one. 
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Societies 


Petersburg Medical Faculty. 

At the annual meeting of the Faculty, held on 
November 29th, Dr. Fletcher J. Wright, Jr., was 
elected president; Dr. William B. McIlwaine and 
Dr. Carney C. Pearce, vice-presidents; and Dr. P. 
L. Hill re-elected secretary-treasurer. 


Richmond Academy of Medicine. 

The annual meeting of the Academy was held on 
December 11th, at which time Dr. I. A. Bigger was 
installed as president and the following officers 
elected: president-elect, Dr. Douglas Chapman; 
vice-presidents, Drs. E. T. Gatewood and B. W. 
Rawles, Jr. The new board of trustees is composed 
of the retiring president, Dr. T. Dewey Davis, Drs. 
Bigger, Chapman, Gatewood, H. Hudnall Ware, 
Harry Warthen, and James P. Baker. 


The Southampton County Medical Society 
Held its Fall meeting at the Raiford Memorial 
Hospital, Franklin, December the 5th, at which time 
there were exhibits by Parke, Davis and Company 
and Sharp and Dohme. There was a symposium on 


Renal Diseases, in which Dr. Clifford Gryte of the 
Raiford Clinic presented a paper on Acute Glomer- 
ulonephritis, and Dr. Kurt Hirsch, also of the 
Clinic, read one on Differential Diagnosis in Renal 
Calculi. Dinner followed at which the doctors at- 
tending were guests of the Raiford Clinic Staff. 
The program was resumed after dinner, at which 
time Dr. Frank L. Apperly of the Medical College 
of Virginia spoke on Abnormal Renal Physiology, 
Dr. Harvey Haag, also of the College, on Renal 
Pharmacology. 

Dr. Morgan Raiford is president of this Society 
and Dr. W. T. McLemore of Courtland secretary. 


The Virginia Peninsula Academy of Medi- 
cine, 

On December the 17th was the guest of the Med- 
ical Officers of Camp Patrick Henry and dinner 
was served at the Officers’ Club. Major Marcus A. 
Feinstein, Captain Charles M. Newman, and Cap- 
tain Raymond Yesner presented a paper entitled 
“An Epidemic of Q Fever”. 


News 


The State Hospital Board, 


Which met on December 6th in Richmond, 
awarded prizes to physicians in the several state 
hospitals for meritorious papers submitted on vary- 
ing subjects. Dr. E. L. Crumpacker, who is now 
on leave from the Eastern State Hospital in mili- 
tary service, and Dr. Walther Riese, Pathologist for 
this hospital, won first prize of $225.00 for a paper 
on “Studies in Brain Tumors”. Dr. Paul Zwick 
of the Southwestern State Hospital won second prize 
of $125.00 for a paper entitled “Study of a Case 
of Fire Setting”, and Dr. V. E. Lascara of Central 
State Hospital third prize of $50.00 on “A Study 
of the Use of Penicillin in the Treatment of Neuro- 
syphilis”. This is the second award. made by the 
Board since the plan was first suggested by Dr. J. 
Shelton Horsley and adopted by the State Hospital 
Board in 1941. With larger staffs and because of 


the great interest in psychiatry coming out of the 
experiences with mental and neuropsychiatric pa- 
tients during the war, considerable interest should 
develop in these contests in the immediate future. 


PERSONNEL NEEDED 

The State Hospital Board directed its Personnel 
Committee consisting of Dr. R. Finley Gayle, Jr., 
Chairman, Dr. R. A. Morison and Mr. H. Minor 
Davis to redouble their efforts to secure physicians 
for the several state hospitals and colonies. Thirty- 
five physicians are now authorized for the several 
institutions but there are only nineteen in the service. 
Five of these are conscientious objectors, two are 
past the retirement age, and one working part time. 
In reality, therefore, there are only eleven who can 
be considered as regular full-time physicians. 

There is a need for five clinical directors at sal- 
ary rates of about $5,000.00 annually and _ sev- 


eral assistant physicians at salaries ranging from 
$2,760.00 to about $5,000.00 Opportunities for 
progress in psychiatry are unlimited in the Virginia 
State Hospital System. For the younger physicians 
experience and training are essential and every fa- 
cility in Virginia State Hospitals is available in- 
cluding co-operation with the Medical College of 
Virginia and the University of Virginia Medical 
School. 

Physicians who may be interested may wire or 
write the Department of Mental Hygiene and Hos- 
pitals, 309 North 12th Street, Richmond 19, Vir- 
ginia, or to Dr. R. Finley Gayle, Jr., c/o The Medi- 
cal College of Virginia Hospital, Richmond 19, 
Virginia. 


First Refresher Course for Veterans. 


The first Refresher Course for medical veterans 
of World War II was held by the Department of 
Medicine of the University of Virginia in Char- 
lottesville from December 3rd to 15th. The lectures, 
ward rounds and clinics were given by members of 
the University Medical Faculty and the evening ses- 
sions were devoted to lectures by invited guests. 
The guest speakers were Major John H. Dingle, 
Director of the Army Commission for the study of 
Respiratory Infections; Dr. Harrison F. Flippin, 
Consultant in Chemotherapy to the National Re- 
search Council; Col. Perrin Long, formerly Medi- 
cal Consultant for the Italian Theater of Opera- 
tions; and Dr. Everett I. Evans, Associate Pro- 
fessor of. Surgery at the Medical College of Vir- 
ginia. There was an enrollment of 33 for the 
course. Twenty-eight of these were veterans. The 
veterans attending the course were: 

Lt. Comdr. J. E. Amiss, Timberville. 
Capt. Perry A. Anderson, Rockford, III. 
Maj. Emerson M. Babb, Ivor. 

Capt. J. Motley Booker, Lottsburg. 

Capt. Harold M. Boslow, Appalachia. 
Capt. Eugene M. Caffey, Charlottesville. 
Capt. Stewart Clapp, Kensington, Md. 
Maj. Franklin H. Cohen, Norfolk. 

Lt. Col. John B. Cousar, Bishopville, S. C. 
Lt. Comdr. John C. Crawford, Norfolk. 
Capt. H. Haskins Ferrell, Jr., Goochland. 
Lt. Col. Earl J. Haden, Ore Bank. 

Maj. Robert W. Houseal, Newberry, S. C. 
Maj. William M. Jeffries, Richmond. 
Capt. Tom C. King, Jr., Anniston, Ala. 
Capt. J. L. Llewellyn, Williamston, N. C. 
Maj. R. Gregory Magruder, Charlottesville. 
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Capt. C. F. Manges, Blacksburg. 
Capt. Hulburt C. McCoy, Gordonsville. 
Capt. Dossey H. McFadden, Goldville, S. C. 
Capt. John R. Morris, Jr., Charlottesville. 
Capt. Carl I. Pirkle, Prince George. 

Capt. Robert J. Scott, Onancock. 

Maj. J. Stuart Staley, Marion. 

Maj. William L. Taliaferro, Norfolk. 

Maj. James W. Tankard, Hilton Village. 
Maj. J. T. Thornton, Charlottesville. 

Maj. Martin Wisely, Edenton, N. C. 

The five civilian physicians were: 

Dr. C. L. Booker, Lottsburg. 

Dr. George L. Fosque, Onancock. 

Dr. Thomas C. Lawford, Hilton Village. 
Dr. F. J. Moore, Killarney, W. Va. 

Dr. B. K. Weems, Waynesboro. 


This course was the first of four to be given 
alternately every three months for the next year by 
the Department of Medicine of the University of 
Virginia and the School of Medicine of the Medical 
College of Virginia. The next course will be held 
in March, 1946, at Richmond. 


Personnel Changes in State Department of 

Health. 

Dr. James M. Suter has returned to the State 
service as Health Officer of the Smyth-Washington- 
Bristol Health District, with headquarters at Abing- 
don, effective December 6. 

Dr. F. C. Heath has been appointed Health Of- 
ficer of the Giles-Montgomery-Radford Health Dis- 
trict and was to report to Christiansburg, effective 
January 1. 


The American College of Physicians 

Will resume its annual meetings in 1946 and has 
definitely chosen Philadelphia, May 13-17, inclu- 
sive. Headquarters will be at the Philadelphia 
Municipal Auditorium, 34th Street below Spruce. 

The meeting will be conducted under the presi- 
dency of Dr. Ernest E. Irons, Chicago, Illinois, 
and the General Chairmanship of Dr. George Mor- 
ris Piersol, Philadelphia, Pennsylvania. Mr. E. R. 
Loveland, 4200 Pine Street, Philadelphia 4, Pa., is 
executive secretary of the College. 


Dr. Wilbur M. Bowman, 

Former major in the Army Medical Corps, has 
been appointed to the position of chief, medical 
division of the Fourth U. S. Civil Service Commis- 
sion, which includes the states of Virginia, North 
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Carolina, West Virginia, Maryland, and the Dis- 
trict of Columbia. This is a war service appoint- 
ment for the duration. Dr. Bowman was engaged in 
private -practice in Petersburg for seventeen years 
before entering the Armed Forces in August 1942, 
and took an active part in the professional life of 
that city. Practically all of his military service was 
at Camp Lee and he was commended several times 
for his excellent work at that post. 


Dr. Gilman R. Tyler, 

Richmond, has been appointed to the medical 
staff of Pine Camp Hospital. He succeeds Dr. Felix 
Brown who has been given an indefinite leave of 
absence. Dr. Tyler has recently been released from 
the Army Medical Corps. 


Dr. M. J. W. White, 

Of Luray, has been released from the Service, 
_ and expected to leave about the first of January for 
a year’s work in the Philippine Islands with the 
American Board of Commissioners for Foreign Mis- 
sions of the Congregational Christian Church. The 
Mission which was destroyed by fire during the War 
will be rebuilt and Dr. White will replace two doc- 
tors who were killed. His address while away will 
be Davao, Davao, P.I. He served in the Philip- 
pine and Virgin Islands from 1929 through 1936, 
before going to Luray. 


Directory of Approved Surgical Training 

Plans. 

Chiefly as an aid to medical officers returning 
from war duty, the American College of Surgeons 
has published a 424-page directory in which are 
listed and described the approved programs of grad- 
uate training in surgery in 240 civilian hospitals in 
the United States and Canada, and in 32 Naval, 
7 Veterans Administration, and 10 United States 
Public Health Service Hospitals. ‘ 

The descriptions of the approved programs in- 
clude information about the size and type of hos- 
pital, organization of the medical staff, facilities 
for study of the basic medical sciences in their ap- 
plication to surgery, library facilities, clinical ma- 
terial, manner of selecting individuals for training 
in surgery, scope and method of surgical training, 
supervision by the medical staff, examination and 
thesis requirements, and provision, if any, for con- 
ferring higher medical degrees. 
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The Maternal Health Committee 
Of the Medical Society of Virginia met at the 
Virginian Hotel, Lynchburg, November 29. It was 

recommended : 

That a report of the objectionable features of the 
Pepper Bill be sent to the President of the State 
Medical Society and, at the same time, information 
be given on what is being done under the Maternal- 
Child Health plan for hospitalizing indigent pa- 
tients. 

That Public Health services be extended to in- 
clude all counties in the State and that the person- 
nel be paid salaries sufficient to promote a high 
standard of service. 

That the MCH clinic service be extended and 
existing clinics strengthened. 

That, as soon as conditions permit, the survey of 
maternal deaths be resumed. 


Dr. Henry Clay Smith, 
Formerly of Boyce, is now associated in practice 
with Dr. William R. Warriner at Crewe. 


Married. 

Dr. Richard Anderson Michaux and Miss Julia 
Gray Saunders, both of Richmond, December 8th. 
Dr. Michaux is a member of the class of 37, Medi- 
cal College of Virginia, and recently returned from 
service overseas. 

Dr. Walter Motley White, Jr., Charlottesville, 
and Miss Margaret Hooper Bowman, Berea, Ky., 
November 29th. He is a graduate of the University 
of Virginia, Medical Department, in March 19453, 
and is now on the staff of the University Hospital. 


Seaboard Medical Association. 

The 50th annual meeting of this Association was 
held at Virginia Beach December 11-13th, under 
the presidency of Dr. A. A. Burke, Norfolk. This 
was one of the largest meetings in its history and 
the entertainment for the doctors and their guests 
was most elaborate. The scientific program was also 
well received. 

The following officers were elected: President, Dr. 
Thomas Leslie Lee, Kinston, N. C.; vice-presidents, 
Drs. Clarence Porter Jones, Jr., Newport News; 
Alban Papineau, Plymouth, N. C.; Cora Z. Cor- 
pening, Virginia Beach; and H. H. Foster, Norlina, 
N. C.; and secretary-treasurer, Dr. Clarence Porter 
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Jones, Newport News, who was re-elected for the 
thirty-eighth consecutive term. 

The next meeting will be held in Kinston, N. C., 
in December 1946. 


Dr. E. Willis Lacy, Jr., 

Formerly of Richmond, is now engaged in the 
practice of medicine in Winchester, having recently 
returned from Kansas City, Missouri. He is a grad- 
uate of the Medical College of Virginia, class of 
1936. 


Dr. Thomas L. Gemmill, 

Recently discharged from the Medical Corps of 
the Navy, has joined the staff of St. Albans Hos- 
pital at Radford. Dr. Gemmill was a member of 
the Central State Hospital staff for seven years and 
was Clinical Director when he went to Radford in 
1937. He was engaged in general practice in that 
city when he entered the service. 


The Southern Section of the American 
Laryngological, Rhinological and Otologi- 
cal Society 
Is scheduled to meet in Richmond at John Mar- 

shall Hotel, January the 7th, under the chairman- 

ship of Dr. Emmett T. Gatewood of Richmond. 

The meeting is to start at 9:00 A. M. and the fol- 

lowing are the speakers with their subjects: 

Dr. H. L. Kearney, New Orleans, La.—Bilateral 
Granuloma of the Larynx, Following Intratracheal 
Anesthesia. 

Dr. Watt W. Eagle, Durham, N. 
Otitis Media. 

Dr. Fred E. Hamlin, Roanoke, Va.—An Investi- 
gation of Allergy in Routine Nose and Throat Prac- 
tice. 

Dr. J. W. Jervey, Jr., Greenville, $. C.—Con- 
tact Ulcer of the Larynx. 

Dr. Marvin M. Cullom, Nashville, Tenn.—The 
Role of Sinus Disease in Eye Pathology. 

Dr. Murdock S. Equen, Atlanta, Ga.—Magnetic 
Extraction of Foreign Bodies from the Air and Food 
Passages. 

Dr. C. C. Swann, Asheville, N. C—Deep Infec- 
tions of the Neck. 

Dr. V. K. Hart, Charlotte, N. C—Some Intra- 
thoracic Lesions of Clinical and Pathologic Interest. 


C.—Secretory 
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Dr. John J. Shea, Memphis, Tenn.— Management 
of Fractures into the Nasal Sinuses. 

Dr. William J. Knauer, Jacksonville, Fla.-— 
Gradenigo’s Syndrome: Review of the Literature 
and Report of Cases. 


Dr. William D. Grossman, 

Richmond, has been released from: Service and 
returned the first of the year to the State Depart- 
ment of Health where he resumed his work as 
epidemiologist and head of the bureau of com- 
municable diseases. 


Norfolk Health Officer. 

Dr. Albert L. Chapman, U. S. Public Health 
Service, has been assigned to the City of Norfolk 
as acting health commissioner. Dr. John C. Sleet, 
city health commissioner, retired as of December 
31st and Dr. Chapman will continue the work until 
a successor is appointed. 


Dr. Clifford Gryte 

Has joined the staff of Raiford Clinic, Franklin, 
where he will be in charge of the department of 
internal medicine. He is a graduate of the Bowman 
Gray School of Medicine, Winston-Salem, North 
Carolina, and for the past year has been at St. 
Luke’s Hospital in Bluefield, West Virginia. 


American Medical Association. 

At the meeting of the House of Delegates of the 
Association early in December, Dr. Harrison H. 
Shoulders of Nashville, Tenn., for many years 
speaker of its House of Delegates, was named presi- 
dent-elect, and Dr. William R. Molony of Los An- 
geles was elected vice-president. Dr. Olin West and 
Dr. Josiah J. Moore were re-elected secretary and 
treasurer, respectively. Dr. Roger I. Lee of Boston 
succeeded to the presidency. The next annual meet- 
ing of the Association is scheduled for San Fran- 
cisco, July 1-5, 1946. 

Of special interest to our readers was the election 
of Dr. Walter B. Martin of Norfolk as a member of 
the Council on Medical Service and Public Rela- 
tions. 


Dr. Charles A. Young 


Has been released from service and is back in his 


office, 409 Medical Arts Building, Roanoke. Dr. 
William F. Hatcher, who has been in the office for 
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the past three years, will be associated with him in 
practice. Dr. Young was promoted to the rank of 
Captain in the Medical Corps of the U. S. Naval 
Reserve shortly before being released. 


Dr. Earl J. Haden, 

Recently returned from service in the Army of the 
United States, has moved to Orange for the general 
practice of medicine. 


The Raiford Memorial Hospital, 

At Franklin, had the formal opening of the new 
clinic and hospital additions on November the 9th. 
A $226,000 additional construction was made, mak- 
ing the hospital an 80-bed capacity. The obstetrical 
‘and pediatric departments are completely new. In 
addition there have been added a physiotherapy 
department, new library and administrative depart- 
ments, and a complete laundry. The following phy- 
sicians have been added to the attending staff: 

Dr. J. A. Grizzard, Drewryville. 

Dr. J. J. Grizzard, Branchville. 

Dr. Melvin Baynard, Emporia. 

Dr. G. M. Naff, Emporia. 

Dr. C. E. Martin, Emporia. 

Dr. J. B. Kiser, Emporia. 

Dr. L. P. Jones, Emporia. 

Dr. E. F. Reese, Courtland. 

Dr. T. S. Jennings, Waverly. 

Dr. T. L. Carter, Gatesville, N. C. 

Dr. Q. E. Cooke, Murfreesboro, N. C. 

Dr. L. M. Futrell, Murfreesboro, N. C. 

And Drs. A. B. Harrison, F. N. Harris and Ernell 
Harris, colored physicians of Franklin. 


Released from Service in Armed Forces. 

In addition to names previously listed, we have 
learned of the recent release from service of the fol- 
lowing members of the Medical Society of Virginia: 

Dr. James M. Baker, Richmond. 

Dr. N. T. Ballou, Fredericksburg. 

. Wm. H. Chapman, Jr., Suffolk. 

. Kenneth Cooper, Lynchburg. 

. C. J. Devine, Norfolk. 

. Charles A. Easley, Jr., Danville. 

. Marshall P. Gordon, Jr., Richmond. 
. Wm. C, Grinnan, Richmond. 

. William D. Grossman, Richmond. 
. Snowden C. Hall, Jr., Danville. 

. Herbert B. Hutt, Alexandria. — 
. N. B. Jeter, Covington. 

. James P. King, Radford. 

. William P. McGuire, Winchester. 
. Rees Morgan, Roanoke. 

. T. Addison Morgan, Franklin. 


| January, 


Dr. Edward W. Perkins, Richmond. 
Dr. Carl I. Pirkle, Prince George. 

Dr. Fletcher L. Raiford, Franklin. 

Dr. Edwin M. Rucker, Richmond. 

Dr. Wade H. Saunders, Roanoke. 

Dr. James M. Suter, Abingdon. 

Dr. James W. Tankard, Hilton Village. 
Dr. M. J. W. White, Luray. 

Dr. Charles A. Young, Roanoke. 

Dr. Wm. W. Zimmerman, Purcellville. 


Dr. William A. Read, 

Class of ’33, University of Virginia, Department 
of Medicine, after three years in service, recently as 
chief of the Section of Internal Medicine at Ash- 
burn General Hospital in Texas, has located in 
Newport News. He has offices in Medical Arts 
Building and his practice is limited to internal 
medicine. Before entering the Army, Dr. Read prac- 
ticed in Cleveland, Ohio, and was associated with 
Western Reserve University as clinical instructor 
and was assistant to the director of Medicine at St. 
Luke’s Hospital, also in Cleveland. 


Dr. James B. Pettis, 

Formerly connected with the staff of the Western 
State Hospital at Staunton, has recently been pro- 
moted to the rank of Captain in the Medical Corps 
of the U. S. Naval Reserve. He is at present chief 
of the Neuropsychiatric Service of the U. S. Naval 
Receiving Hospital, San Francisco, California. 


Promotions in Service. 
Several promotions recently noted for members 
of the Medical Society of Virginia are: 
Dr. Frederick L. Finch, Richmond, to Commander, 
U.S.N.R. 
Dr. Charles P. Ryland, Washington, D. C., to Com- 
mander, U.S.N.R. 
Dr. Lemuel E. Mayo, Jr., Portsmouth, to Major, A.U.S. 


Dr. Hyman Cantor, 

Recently released from active duty in the Army, 
has re-opened his office at the Medical Arts Build- 
ing in Petersburg, following post-graduate work in 
surgery and gynecology at the Mayo Clinic and the 
Cook County Graduate School of Medicine. 


Dr. R. Manton Wilson, 

Since the fall of 1941 city coroner of Richmond, 
is returning to Korea, early in the new year to re- 
sume his medical missionary work which was in- 
terrupted by the war. Prior to returning to America, . 
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Dr. Wilson had spent more than thirty years fight- 
ing leprosy in Korea. 


The Southeastern Surgical Congress 
Will ‘hold its next Assembly at Memphis, March 

11, 12, 13, 1946 at the Peabody Hotel. The fol- 
lowing is a partial list of those who will take part 
in the program: 

Dr. Conrad G, Collins, New Orleans. 

Dr. Merrill N. Foote, Brooklyn. 

Dr. Clarence E. Gardner, Durham. 

Dr. James E. Hemphill, Charlotte. 

Dr. Robert Hingson, Jr., Staten Island. 

Dr. Arnold Jackson, Madison, Wis. 

Dr. Roy R. Kracke, Birmingham. 

Dr. Karl A. Meyer, Chicago. 

Dr. J. O. Morgan, Gadsden, Ala. 

Dr. Curtice Rosser, Dallas. 

Dr. Harold E. Simon, Birmingham. 

Dr. G. L. Simpson, Greenville, Ky. 

Dr. Horace G. Smithy, Charleston, S. C. 

The Medical Profession is invited to attend the 

Assembly. For information write Dr. B. T. Beasley, 
Secretary-Manager, Atlanta 3, Georgia. 


Virginia Doctors Studying Aviation Medi- 
cine. 

Lt. Thomas N. Davis, III, and Lt. Guy Dean, 
University of Virginia, class of 44, Lt. J. R. 
Troxell, class of ’43, and Lt. Rufus Ellett, Medical 
College of Virginia, class of ’44, are students in the 
School of Aviation Medicine at Randolph Field, 
Texas. Capt. Charles Clark, class of ’43, Univer- 
sity of Virginia, is a graduate of the last class from 
this School. 


New Books. 

The following are recent additions to the Library 
of the Medical College of Virginia and are available 
to our readers under usual library rules: 
Archer—The osseous system. A handbook of roentgen 

diagnosis. 
Ballenger—Manual of otology, rhinology & laryngology. 
Bargen—The management of colitis, 
Barton—And now to live again, 
Beckman—Treatment in general practice. 5th ed. 
Bray—Manual of laboratory methods in clinical path- 
ology. 
Chetwood—Practice of urology and syphilology. 4th ed. 
Child—Psychology for the returning service man. 
Clark-Kennedy—The art of medicine in relation to the 
progress of thought. 
Collected Papers of the Mayo Clinic and the Mayo Foun- 
dation. v. 28, 1936. 


VirGINIA MEDICAL MONTHLY 


Costain—The Black Rose. (Novel). 

Cureton—Endurance of young men. (Monograph). 

Cutting—A manual of clinical therapeutics: A guide for 
students and practitioners. 

Drinker—Pulmonary edema & inflammation. 

Dwight—Medical jurisprudence. 

Fieser & Fieser—Organic chemistry. 

Gates—Educational psychology. 

Gilman—A manual of soil fungi. 

Hill—A manual of proctology. 2nd ed. 

Hilton—So well remembered. (Novel). 

Hoffman—Freudianism and the literary mind. 

Howell—A textbook of physiology for medical students 
and physicians. 

Jones—Manual of surgical anatomy. 

Kleiner—Human_ biochemistry. 

Knode—Orienting the student in college. 

McCulloch—Disinfection and _ sterilization. 

McDowell—Handbook of physiology and biochemistry. 

Major—Classic descriptions of disease. 3rd ed. 

Matheson—Handbook of the mosquitoes of the North 
America. 2nd ed. 

Moulton-ed.—The autobiography of science. 

Murphy—Anemia in practice, pernicious anemia. 

Olmstead—Francois Magendie, pioneer in experimental 
physiology and scientific medicine in the 19th century. 

Organic syntheses. vy. 25. 

Piney & Wyard—Clinical atlas of blood diseases. 

Ratcliff—Science yearbook of 1945. 

Schaeffer—The nose, paranasal 
passageways, and olfactory organ in man. 

Smith—The physiology of the newborn infant. 

Stafford—Boston adventure (A novel). 

Steiner—Where do people take their troubles? 

Thornton—The social component in medical care. 

Treves—Surgical applied anatomy. 8th ed. 

Tuleen—Prepare yourself. 

Weil—Textbook of neuropathology. 

Wharton—Gynecology with a section on female urology. 

Wright—The nose and throat in medical history. 

Wyatt—Chronic arthritis and rheumatoid affections with 
recovery record. 


Wanted— 

Physician to practice in Stafford County, Vir- 
ginia. Population 10,000. Only one physician in 
county. Will offer financial aid to establish. Write 
to E. L. C. Derrick, Secretary, Public Health Asso- 
ciation, Stafford, Va. (Adv.) 


nasolacrimal 
1920. 


sinuses, 


Wanted— 

Resident physician—single. Preferably with ex- 
perience in tuberculosis, but not required. 230-bed 
tuberculosis sanatorium, located in Richmond. 
Liberal salary. Complete maintenance. Apply 
Medical Director, Pine Camp Hospital, Richmond 
22, Va.—( Adv.) 
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Wanted— 

An associate in general practice and operation of 
small hospital. Address J. Paul Kent, M.D., Alta- 
vista, Va. (Adv.) 


Wanted— 

Laboratory Technician for Internist. Apply to 
Drs. Alexander and Mewborne, 403 Medical Arts 
Building, Newport News, Va. (Adv.) 


Wanted— 

Location with paying practice. Eastern Shore 
section preferred. Would appreciate any informa- 
tion. Address “X.Y.Z.” care this journal, 1200 
East Clay Street, Richmond 19, Va.—/(Adv.) 


Established Hospital for Lease. 

A Sanatorium for nervous, mental, alcoholic and 
drug cases, doing an excellent business, to a repu- 
table physician or medical group. Dr. E. W. Stokes, 
923 Cherokee Road, Louisville 4, Kentucky. ( Adv.) 


Obituaries 


Dr. Frank Cyrus McCue, 

Well known physician of Charlottesville, died 
December Ist. He was seventy-two years of -age 
and received his medical degree from the University 
of Virginia in 1898. Dr. McCue had practiced in 
Charlottesville for more than forty years and was 
at one time superintendent of the Martha Jefferson 
Hospital. He was for sixteen years secretary-treas- 
urer of the Albemarle County Medical Society and 
had been a member of the Medical Society of Vir- 
ginia for forty-five years. His wife and three chil- 
dren survive him. 


Dr. Edward McCarthy, 

Retired Richmond physician, died November 
29th after an illness of two weeks. He was eighty- 
five years of age and graduated from the Medical 
College of Virginia in 1881. Dr. McCarthy was a 
member of the Medical Society of Virginia. His 
wife and four children survive him. 


Dr. Archibald McDowell Burfoot, 
Prominent Norfolk County physician, died at his 
home in Fentress on November 25th after an illness 
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of five years. He was a native of North Carolina 
and sixty-one years of age. Dr. Burfoot graduated 
from the former Baltimore Medical College in 1906 
and had practiced in Fentress for thirty-seven years. 
He was a past president of the Seaboard Medical 
Association of Virginia and North Carolina, and 
had been a member of the Medical Society of Vir- 
ginia since 1907. His wife and two daughters sur- 
vive him. 


Dr. Casper Otto Miller, 

Retired physician and business man of New Mar- 
ket, died unexpectedly on December 16th, at the age 
of 88 years. He was graduated from the University 
of Virginia in medicine in 1880 and from the Uni- 
versity of New York in 1881, later studying abroad. 
He had been a member of the Medical Society of 
Virginia for many years, served one term in the 
Virginia House of Delegates, was a worker for the 
establishment of Shenandoah National Park, a 
writer, and active in the Lutheran Church. His 
wife and three sons, one of them Dr. James A. 
Miller, of Winchester, survive him. 


Dr. Everett A. Land, 

For many years a prominent physician and 
specialist of Norfolk, died suddenly on October 30, 
of a heart attack. He was born in the County of 
Norfolk in 1880 and had spent his whole life in 
this vicinity. He was the son of the late William 
J. and Margaret Bunting Land. 

He attended private schools and graduated from 
the Norfolk Academy. Deciding upon a career of 
medicine, he entered the University College of Medi- 
cine, Richmond, graduating as a Doctor of Medi- 
cine in 1906. He served his internship at Sarah 
Leigh Hospital in Norfolk, and the Brooklyn Eye, 
Ear, Nose and Throat Hospital. Returning to Nor- 
folk, he began the practice of his specialty in 1909 
and continued until his death. 

He was a member of Norfolk County Medical 
Society, Medical Society of Virginia, American 
Medical Association, Seaboard Medical Society, and 
a fellow of the American Opthalmological Society 
and American College of Surgeons. 

We wish to express deep sympathy and sorrow 
to his family. 

(H. Harrison 
Comirree{ H. M. Does 
|S. H. Graves 


of Bagdad lived Hakeem, the Wise One, 


and many people went to him for counsel, which he gave freely to all, asking nothing in return. 


There came to him a young man, who had spent much but got little, and said: “Tell 


me, Wise One, what shall I do to receive the most for that which I spend?” 


Hakeem answered: “A thing that is bought or sold has no value unless it contains that which 


cannot be bought or sold. Look for the Priceless Ingredient.” 
“But what is this Priceless Ingredient?” asked the young man. 


Spoke then the Wise One:“My son, the Priceless Ingredient of every product in the market- 


place is the Honor and Integrity of him who makes it. Consider his name before you buy.” 


Copyright, 1922, 1945, E. R. Squibb & Sons 
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BOOK ANNOUNCEMENTS 


Diet Manual. Medical College of Virginia Clinics, 
Richmond. Commonwealth of Virginia, Division of 
Purchase and Printing, Richmond, 1945. 39 pages. 
Price 25 cents. 


This booklet contains basic diets as used in the 
Medical College of Virginia clinics and was com- 
piled for the use of all those concerned with the 
nutritional welfare of the patient. 


Men Under Stress. By ROY R. GRINKER, LT. COL. 
M. C., and JOHN P. SPIEGEL, MAJOR, M. C.. 
Army Air Forces. 1945. Blakiston, Philadelphia. 
xii-484 pages. Cloth. Price $5.00. 

Men Under Stress is a discussion of the psycho- 
neuroses of combat fliers and the treatment, espe- 
cially by narcosynthesis. This consists of injecting 
a 2.5 to 5 per cent solution of pentothal intraven- 
ously, from 0.3 to 0.5 Gm., to produce a somnolent 
state in which the patient will answer questions or 
even talk spontaneously. It is used on those pa- 
tients who consciously or unconsciously refuse to 
divulge repressed emotions to the Flight Surgeon. 
The common tendency of the patient in this condi- 
tion again to live through a dramatic incident is 
amazing. “The terror exhibited in moments of 
supreme danger, such as during explosions within 
the plane, the falling of a plane, the mutilation or 
death of a friend before the flier’s eyes, is electri- 
fying to watch. As the event approaches, the body 
becomes increasingly tense and rigid. The eves 
widen and the pupils dilate, while the skin becomes 
covered with fine perspiration. The hands move 
about convulsively, seeking a support, a protection, 
a weapon or a friend to share the danger. Breath- 
ing becomes incredibly rapid and shallow. The in- 
tensity of the emotion sometimes becomes more than 
can be borne and frequently at the height of the 
abreaction, there is a collapse. The individual falls 
back in bed and remains quiet for a few moments, 
usually to resume the story at a more neutral point.” 

The book consists of many detailed case histories 
of men with combat fatigue, and the effects of psy- 


chotherapy. The results are amazingly good. The. 


authors state that many men who succumbed to the 
strain had poor home training; they were inclined 
to be spoiled by their mothers, dominated by their 
fathers, and often had a far more intense emotional 
attachment to their mothers than their age should 


permit. This probably results from the modern ten- 
dency to excessive gratification of children and un- 
willingness to instill mature standards of conduct. 
“A happy combination of gratification and frustra- 
tion prepares a boy to endure successfully later 
stress and deprivation.” Symptoms arising when 
men reached their breaking point included espe- 
cially restlessness, irritability, aggression, fatigue, 
insomnia, anxiety, emesis, and paralysis. Gastro- 
intestinal complaints were more common than car- 
diac neuroses.” Those men whose duties while flying 
involved the least amount of continuous work, were 
most susceptible to the cumulative effect of fear. ° 
This book should be read by all physicians who 
expect to deal with returned veterans. It is well 
written, and is an important contribution to psy- 
chiatry. It is painfully obvious, however, that psy- 
chiatry is still in an embryonic state, comparable 
to the position of natural history to the analytical 
sciences, for all is description without measurement. 
What this field badly needs is accurate data, such 
as blood pressure, excretion of 17-ketosteroids, brain 
waves, and other measurements of the physiologic 
disturbances involved. R.J.M. 


Penicillin Shortage Explained. 

The shortage of penicillin for injection, which is 
causing resentment among physicians unable to se- 
cure this product for serious cases of disease, is 
due to “strikes, difficulty in maintaining produc- 
tion because of contamination during fermentation, 
increased export, the use of poor quality corn steep 
liquor and the manufacture of penicillin mixtures,” 
according to the November 24 issue of The Journal 
of the American Medical Association. 

The editorial stated that “‘steps are being taken 
to overcome the penicillin shortage. Export controls 
have been suggested to permit records of the quantity 
of penicillin leaving the United States. Directives 
giving hospitals first call on penicillin production 
have also been proposed. A higher grade of corn 
steep liquor is being sought.” 

The editorial suggested that a “step which should 
be undertaken by the manufacturers until the pres- 
ent shortage is alleviated is the discontinuance of 
doubtfully acting mixtures. Penicillin for injection 
purposes is truly a life-saving measure and its dis- 
tribution should be given priority over the manu- 
facture and distribution of over-the-counter items 
of less value.” 


